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1. To present a selection of pertinent 
literature representative of all points of 

view within the profession; 

2. To provide, by a few hours’ reading, 

a survey of the significant 

advances being made by dentistry throughout 
the world, as reflected in current 

dental literature; and 

3. To supply enough data in each abstract 


and digest that the reader may determine whether 


he wishes to refer to the original article 
for more complete information. 


The abstracts are grouped in broad 
classifications. The specialist will learn 
from this periodical of work done in other 
fields as well as in his own. The general 
practitioner will be able to keep abreast of 
current knowledge in the various specialties. 
Unless otherwise indicated, the original 
article is in the language implied 

by the title of the magazine in which 

the article appeared. 


Articles from which abstracts have been 

made are on file in the Library of the 

American Dental Association and may be 
borrowed by subscribers to DENTAL ABSTRACTS. 
Requests for original articles should be 
addressed to the Bureau of Library and 
Indexing Service, American Dental Association, 
222 East Superior Street, Chicago 11, Illinois. 
Only three articles may be borrowed at one 
time, and they may be kept no longer than 
one week. No charge is made to subscribers 
for this service. 
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Construction of a simple appliance 
to reposition the distally tipped bicuspid 


Fred Ehrlich. J.New Jersey D.Soc. 29:7-9 
Jan. 1958 


Many conditions leading to malaligned teeth 
can be prevented if correct treatment is insti- 
tuted at the proper time. In many instances, the 
proper time is when the permanent teeth are in 
the process of erupting, for then these teeth easily 
can be guided into their correct position with a 
minimum of time and effort. 

A condition often seen in a child’s mouth is one 
in which the first bicuspid begins to erupt distally. 
If the tooth is allowed to continue in this direc- 
tion, insufficient space remains for the eruption of 
the second bicuspid. With early treatment, how- 


A- MOLAR BAND 
iS) B.- BUCCAL AND LINGUAL TUBES 
(4) C.- OPEN COIL SPRINGS 
D.- METAL STOPS 
E.- HORSESHOE-SHAPED WIRE 


Figure Space-opening appliance 


Figure 2 
Above left: Appliance in place 
Above right: Appliance in the 
mouth 

Below left: Space-opening appli- 
ance and regained space 

Below right: Inactivated appliance 
with coil springs r 
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ever, the first bicuspid can be moved into its cor- 
rect position with the use of a space-opening ap- 
pliance (Fig. 1). 

The materials consist of a preformed stainless 
steel molar band, or band material to create such 
a band; two round stainless steel tubes with an 
inside diameter of 0.036 inch, about % inch long; 
0.036 inch stainless steel wire about 1% inches 
long; two open coil springs with an inside diam- 
eter of 0.036 inch, made from 0.010 spring wire; 
and an impression tray, compound and invest- 
ment. 

The band may be adapted to the molar directly 
or indirectly. If directly, the band is adapted to 
the molar in the mouth; an impression is taken 
with the band in place, and a model poured. If 
indirectly, an impression of the region is made, a 
model poured, and the band adapted to the molar 
on the model. 

The two round tubes are soldered on the buc- 
cal and lingual surfaces of the molar band so that 
the tubes are parallel to each other. 

The 0.036 inch wire is bent into a horseshoe 
which is wide enough to allow the second bicus- 
pid to erupt and long enough to contact the first 
bicuspid mesially and glide freely through both 
round tubes distally. 

Two metal stops are soldered on the horseshoe- 
shaped wire—one on the buccal and one on the 
lingual side. 

The coil springs are placed on the buccal and 
lingual arms of the horseshoe-shaped wire. These 
springs should be a couple of millimeters longer 
than the distance from the metal stops to the 
round tubes—long enough to bring about a gentle 
mesial force against the first bicuspid. 
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This type of appliance can be used only when 
space has to be retained because of the distal 
drifting of the first bicuspid; it cannot be used 
after the first permanent molar has drifted mesi- 
ally. Selective grinding to relieve cuspal inter- 
ference of the first bicuspid facilitates the success- 
ful movement of the tooth. 

This appliance also may be used as a space 
maintainer. After the necessary space has been 
retained, the coil springs are removed and the 
horseshoe-shaped wire soldered to the buccal and 
lingual tubes. After it has been recemented, the 
appliance can function as a space maintainer un- 
til the second bicuspid has erupted. 

A case report illustrates the success of the ap- 
pliance in regaining adequate space after two 
months (Fig. 2). 

Baltimore College of Dental Surgery, Univer- 
sity of Maryland, Baltimore, Md. 


A suggested method 
of constructing space maintainers 


Kenreth M. Walley. J.Canad.D.A. 23:702 
Dec. 1957 


When one deciduous molar is missing, the other 
deciduous molar is used as the abutment tooth 
for the space maintainer. When both deciduous 
molars are missing, the first permanent molar is 
used as the abutment tooth. 

To gain space between the abutment tooth and 
the one proximating it, 0.020 brass ligature wire 
is put in. If the arm of the space maintainer is to 
be mesial to the abutment tooth, a small step is 
cut on the distal surface of the deciduous tooth 
proximating the space; the bottom of the step is 
just above the gingiva. The step acts as a rest to 
prevent the abutment tooth from tipping mesially 
and prevents the arm of the space maintainer 
from impinging on the gingival tissue. 

A sharp right-angle bend is made in the band 
material (Williams Paloy 0.008 by 0.18), about 
1/16 inch from the end. The material is fashioned 


into a loop about the size of the tooth. The loop 
is placed around the tooth so that the piece with 
the right-angle bend is pointing buccally about 
the center of the mesiobuccal cusp. The material 
is adapted roughly with the fingers to the tooth, 
the free end crossing over the mesiobuccal cusp. 
The loop of band material is pressed gingivally so 
that it lies about 1/32 inch above the marginal 
ridge. The band is pinched with a Howe or Angle 
band forming pliers and soldered with 18K 
solder. The soldered band is adapted to the tooth 
by pressing the band gingivally with a flat ser- 
rated burnisher and then burnishing it with a 
round burnisher. The gingival aspect of the band 
is trimmed so that it conforms to the gingival 
tissues. 

An impression is taken in compound with the 
band in position on the tooth. The band is re- 
moved from the tooth and placed in the impres- 
sion. The separating wire is replaced. A thin film 
of wax is flowed on the inside of the band on the 
lingual and buccal surfaces which forms the air 
space for soldering. The band is held in the im- 
pression with v.ax and the impression is poured 
in stone. 

A piece of 0.300 hard gold wire is adapted so 
that it runs from the center of the buccal surface 
of the band down to the buccal surface of the 
ridge opposite the missing tooth along the buccal 
surface of the ridge to the next tooth in the arch. 
The wire is then bent over the ridge to contact 
this next tooth and run along the step previously 
prepared, then onto the lingual surface of the 
ridge where it runs back to the abutment tooth, 
crossing it at the center of the lingual surface of 
the band. The wire is soldered to the band with 
18K solder. 

The loop in the space maintainer should be 
wide enough to allow the bicuspid to erupt into 
it. The space maintainer is polished and tried in 
the mouth for adjustments, then cemented into 
place. It should be checked at regular intervals. 

808 Birks Building, Vancouver, British Colum- 
bia, Canada 
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Relation between the width of teeth 
and the fluoride content of drinking water 


Barbro Wallenius. Odont.Revy 8:429-434 
July-Dec. 1957 


At the Royal Dental School of Malmé, Sweden, 
419 school children (223 boys and 196 girls) 
were examined to determine whether a relation 
exists between the width of teeth and the fluoride 
content of the drinking water consumed. 

The theory that such a relationship exists was 
initiated by Seipel and supported by Sellman, 
Syrrist and Gustavson. 

The children examined came from Simrishamn, 
Astorp and Nyvang, three Swedish communities 
with drinking water containing fluoride. 

After a dental examination, casts from both 
dental arches were made, and the same impres- 
sion material (Zelex) and the same brand of arti- 
ficial stone (Coecal) were used. 

On the models, the width of the teeth—the 
mesiodistal distance between contact points and 
planes of occlusion—were measured and recorded. 

More than 10,000 measurements were taken. 
All doubtful measurements were excluded. 

The children were divided into two groups. 
The first group consisted of children from com- 
munities with a drinking water containing more 
than 0.8 ppm fluoride, and the second consisted 
of children from a community with a drinking 
water containing less than 0.8 ppm fluoride. 

The evaluation of the statistical data of Group I 
revealed a definite tendency to an increased 
width of the teeth. 

After elimination of children who had recently 
changed residence, only the teeth of those living 
permanently in the two communities were used 
in the study. 

A significant difference of about 1.7 per cent 
was observed by comparing the statistical data 
of Group I with those of Group II. 
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Although the study was too limited to estab- 
lish that a definite relation exists between the 
width of the teeth and the content of fluoride in 
the drinking water regularly consumed, evalua- 
tion of the measurements seems to verify this 
hypothesis. 

Two theories are offered to explain the possible 
cause: 


1, Changes in the crystallization process, in- 
duced by constant intake of drinking water con- 
taining more than 0.8 ppm fluoride, increase the 
width of the teeth. 


2. Intake of even small amounts of fluoride 
stimulates not only the entire organism but espe- 
cially the development of the teeth. This theory 
was supported by the result of Roholm’s experi- 
ments with animals, preschool and school chil- 
dren. 

Royal Dental School, Malmé S., Sweden 
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Micrognathism 

corrected by vertical osteotomy 

of ascending ramus and iliac bone graft: 
a new technic: a preliminary report 


Marsh Robinson. Oral Surg.,Oral Med.t> Oral 
Path. 10:1125-1130 Nov. 1957 


An open vertical osteotomy of the ascending 
ramus with iliac bone graft is a new method for 
correcting mandibular micrognathia which over- 
comes many of the difficulties of former methods. 

After a thorough history has been taken and 
examinations made, the patient is started on cor- 
rective tongue swallowing exercises. Dental mod- 
els are mounted on an anatomic articulator in an 
arbitrary postoperative position. Intermaxillary 
relationship alone dictates this position. Consulta- 
tion with the orthodontist or prosthodontist is ad- 
visable if he is to carry on with the patient. A 
small acrylic splint is made to cover the occlusal 
and incisal edges of the teeth. A day or two be- 
fore surgery, arch bars are placed on both arches 
and the splint is tried on each arch to check for 
interference. 


Figure 1 The nasal saw is used in the vertical 
osteotomy of the ascending ramus from the deepest 
portion of the notch to the angle 


Figure 2 The body of the mandible in postoperative 
position, with the iliac bone onlay grafts immobilized 
with interosseous wires 


At surgery, a 6 to 7 cm. incision is made in a 
skin line about 1 cm. below the angle of the 
mandible. The tissues are divided down to the 
lower border of the angle and the ramus. The 
external maxillary artery and vein are identified 
and retracted forward. The periosteum is ele- 
vated from the lateral surface of the ramus until 
the mandibular notch can be identified. By means 
of a nasal bone saw (Fig. 1), the bone is divided 
from the deepest portion of the notch to the angle. 
After division, the periosteum on the medial sur- 
faces of the proximal and distal fragments needs 
to be elevated so that the mandible can be placed 
in a forward position, leaving the condyle in the 
mandibular fossa. The wound is temporarily 
packed and a similar procedure is carried out on 
the other side. During the osteotomies the second 
operating team is removing bone from the ilium. 
Two pieces of bone, 3 to 4 cm. square, are re- 
moved with the mallet and chisel from the in- 
ternal surface of the ala. About 0.5 cm. of medul- 
lary bone is left attached to the inner cortical 
plate. 

The operating surgeon or an assistant places 
the mandible in the predetermined position with 
the aid of the occlusal splint. The mandible then 
is immobilized with intermaxillary wires from the 
arch bars over the splint. The sites of the osteoto- 
mies are again visualized. The iliac bone graft is 
placed as an onlay with the medullary side con- 
tacting and bridging the space between the proxi- 
mal and distal fragments. This iliac bone onlay is 
immobilized by using two interosseous wires to 
fix it to both fragments (Fig. 2). The surgical 
wounds are now closed in layers and a bandage 


is placed. 
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Postoperative care is similar to that for mandib- 
ular fractures requiring iliac bone grafts. The in- 
termaxillary fixation is discontinued after the 
seventh week. If the patient is not to have the 
services of an orthodontist or a prosthodontist, 
the oral surgery sees that he continues with the 
tongue swallowing exercises and that occlusal in- 
terference is eliminated with selective spot grind- 
ing. 

By this method the mandible can be length- 
ened without cutting through important nerves 
and blood vessels. Vital teeth in the site of oste- 
otomy need not be sacrificed. The powerful 
muscles of mastication which close the jaws are 
not separated from the occlusal arches where their 
stresses are borne. The only muscle pull to be 
overcome is that of the external pterygoid, and 
this can be done by interosseous wiring of the 
graft. 

A patient treated by this method is shown. 

3003 Santa Monica Boulevard, Santa Monica, 
Calif. 


On the possibility 
of implanting acrylic teeth and roots 


G. M. Iwaschenko. Stomat.,Moscow 36:4:52-53 
July-Aug. 1957 


Acrylic resin AKR-7 has been used successfully 
in plastic surgery for some years. An investi- 
gation was initiated to determine whether teeth 
and roots of acrylic resin could be implanted 
into sockets from which teeth had been extracted 
recently or which were prepared artificially. 

Results with three attempted implantations re- 
sulted in the following conclusions: 

1. The implanted acrylic teeth failed to obtain 
attachment in the alveoli, despite careful splint- 
ing. 
2. Epithelial growth, as a reaction to the for- 
eign body, led to exfoliation. 

B. T. Eliseiev and E. J. Wares suggested that 
holes be cut in the roots of the implanted acrylic 
teeth to facilitate fixation. Histologic study of 
tissue involved in such experiments revealed the 
growth of epithelium had caused exfoliation of 
the implants. 

Medghis, Petrovka 12, Moscow, U.S.S.R. 
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Immediate treatment of traumatic injuries 
to the face 


N. Owens and M. Gorney. J.Internat.Col. 
Surgeons 27:273-284 March 1957 


Of the countless accidents confronting mankind 
today, few present the complexity of those in 
which there has been improperly treated cranio- 
facial trauma. As a result of faster cars and 
planes, increasingly complicated machines and 
the threat of political and economic instability, 
the emphasis on traumatic surgery is on the 
ascendancy. 

The responsibility for the initial care of cranio- 
facial trauma rests on the nearest physician or 
dentist, regardless of special training. The out- 
come of later surgery often depends on what has 
been done or, more important, what has not been 
done by the first person to treat the injured 
patient. 

Anyone who treats craniofacial injury should 
be aware of the bizarre psychic trauma, besides 
the physical complications, that an improperly 
treated facial injury may produce. 

The absolute necessity of gentle handling and 
the significance of maintaining an adequate air- 
way cannot be overemphasized. Hemorrhage 
must be controlled immediately and the extent 
of the craniofacial injury determined. The pos- 
sible damage to the facial nerve must be con- 
sidered. The condition of the dentition is an im- 
portant factor. 

Thorough cleansing of the wound is of major 
importance. When tissues must be excised im- 
mediately, the initial incision should follow the 
natural lines of tension of the skin. 

When there is a definite mandibular fracture 
with loss of control of the tongue, a risk exists 
that an unattended or improperly treated patient 
may choke on blood clots and salivary secretions. 
The patient should, therefore, be placed on his 
side. Final treatment can be instituted only in a 
center with personnel and equipment to handle 
patients with craniofacial injuries. 

Because the blood and lymph supply to the 
head and neck is extremely rich and collateral 
circulation is abundant, it seldom will be neces- 
sary to leave a drain in the wound. Infection is 
unlikely if the proper principles of care have 
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been observed. If there is a suspicion of aspira- 
tion of teeth, roentgenograms of the chest should 
be taken immediately. 

All teeth in the line of fracture should be ex- 
tracted. Lacerations of the tongue, even of a 
tongue hanging on a small pedicle, should be su- 
tured. 

Tetanus antitoxin and strong doses of anti- 
biotics are clearly indicated in the initial and sup- 
portive therapy. A high caloric, high protein diet 
and parenteral vitamin doses should be pre- 
scribed. ‘ 

2223 Carondelet Street, New Orleans 13, La. 


Trigeminal neuralgia: special considerations 
of nonsurgical treatment 


Joseph G. Rushton and Hugh N. A. MacDonald. 
J.A.M.A. 165:437-440 Oct. 5, 1957 


The attacks of pain of trigeminal neuralgia may 
come and go for no apparent reason. If a remis- 
sion were to occur spontaneously at the time that 
some procedure was being carried out for the 
purpose of relieving the pain, the erroneous im- 
pression might be gained that the pain-relieving 
procedure was effective. 

A review of the cases of 155 patients with tri- 
geminal neuralgia seen at the Mayo Clinic dur- 
ing 1953 showed that about half of these patients 
(78 of 155) had enjoyed a spontaneous remission 
of pain of six months or longer during their ill- 
ness, and that about a fourth (38 of 155) had 
had a spontaneous remission of one year or longer. 

A period of observation of at least six months, 
and preferably one year, should elapse before the 
effectiveness of any treatment be judged. By do- 
ing so the error imposed by spontaneous remis- 
sion may be lessened. 

The time between the onset of illness and the 
presentation of the patient for his first treatment 
plus the duration of longest spontaneous remis- 
sion will give some clue to the expected future 
course of the illness. Patients who have had tri- 
geminal neuralgia for a long time and who have 
enjoyed long remissions may find that their dis- 
ease follows a somewhat benign course. 

Of the 155 patients, 70 were men and 85 were 
women. The age of onset of pain varied from 17 
to 88 years. The right side of the face was in- 


volved in 92 patients, the left side in 63. Seven 
patients had bilateral involvement, but pain 
never occurred on both sides simultaneously. 

Some type of surgical operation for relief of 
trigeminal neuralgia had been performed on 104 
of the 155 patients prior to 1953. Although the 
extraction of sound teeth for relief of trigeminal 
neuralgia is regarded with justified disfavor, 17 
of 39 patients who received such treatment con- 
sidered themselves relieved of pain for periods up 
to four years on one or more occasions. Other 
surgical treatments included injection of alcohol, 
56 patients; nasal operation, 3; avulsion of the 
offending branch, 3; decompression, 2, and 
posterior root section, 1. Previous nonsurgical 
treatment included vitamin B,2, chiropractic, ul- 
traviolet light, nicotinic acid given orally, tri- 
chloroethylene, salicylate and iodide given intra- 
venously, cortisone and corticotrophin (ACTH), 
new dentures, vitamin capsules, and typhoid 
vaccine given intravenously. 

Mayo Clinic, Rochester, Minn. 


A fascial key 
for exposing the glossopharyngeal nerve 


M. F. Stranc. Irish J.M.Sc. Sixth series, 
No. 383:513-515 Nov. 1957 


In instances of glossopharyngeal neuralgia the ex- 
posure and sectioning of the ninth cranial nerve 
may be the only means of allaying the lifelong 
suffering of the patient. 

The three-inch skin incision begins a finger’s 
breadth in front of the tragus and then curves like 
a hockey stick behind and round the angle of 
the mandible. More deeply, the glossopharyngeal 
nerve runs a similar course. 

The knife divides the platysma, avoiding both 
its nerve supply and the caudal end of the pos- 
terior facial vein which lies near the back part of 
the submandibular gland and which serves as a 
guide to the next landmark, Charpy’s band 
[Sharpey’s fibers?], which separates the two great 
salivary glands. 

Room is obtained by displacing the lower pole 
of the parotid gland. To do this, Sharpey’s fibers 
are detached from the angle of the jaw together 
with the insertion of the thin stylomandibular 
ligament which extends a thumb’s width above 


the angle. The detached Sharpey’s fibers are used 
as a parotid retractor. This retraction has the 
further use of drawing into safety the vital struc- 
tures that pass deep to the posterior belly of the 
digastric muscle. Backward displacement of the 
parotid gland reveals a deep translucent sheet 
of fascia which cloaks five structures—the stylo- 
hyoideus, styloglossus and stylopharyngeus mus- 
cles and the stylohyoideum and stylomandibulare 
ligaments. 

Enucleation and displacement forward of the 
submandibular gland from its large recess greatly 
extends the field and is easy to effect. This second 
glandular displacement allows a finger to be 
passed up on the deep aspect of the lower 
branches of the facial nerve where the finger can 
trace the branches back to the parotid gland—a 
step that might be useful in operations on the 
gland. 

The final objective, the glossopharyngeal 
nerve, curves in a long half-spiral around the 
stylopharyngeus muscle, which is almost hidden 
by the styloglossus muscle. The slender glosso- 
pharyngeal nerve is found along the posterior 
edge of the stylopharyngeus muscle. The trunk 
may be traced easily up to the skull base. The two 
ganglia are beyond reach from the neck, for 
though not intracranial, they lie in the thickness 
of the skull, framed in the crowded jugular fora- 
men. Although cures have been obtained by di- 
viding the glossopharyngeal nerve below the 
ganglia, intracranial section above the ganglia is 
now favored, because cervical exposure has so 
far proved more difficult. 

Royal College of Surgeons, Dublin, Ireland 


Dry socket (localized osteitis) 


Daniel E. Waite. Prac.D.Monographs 5-27 
Nov. 1957 


Although various terms may be used to designate 
dry socket, authorities generally agree that the 
following symptoms are present: partial or com- 
plete loss of clot tissue, a putrefying odor, severe 
throbbing pain and exposed bone. 

Dry socket is most commonly found in patients 
who have had isolated extractions. The condi- 
tion appears two to four days postoperatively. 
About 10 per cent of all tooth extractions result 
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in this condition; of these, 90 per cent occur in 
the lower jaw. The tooth sockets affected, in the 
order of frequency, are the lower third molar, 
first molar, second molar and bicuspids, and the 
maxillary bicuspids. 

Among the contributing causes of dry socket 
are the following: bone sclerosis, the spread of 
pre-existing infection, bacteria introduced at the 
time of operation, mechanical trauma, excessive 
vasoconstriction, absence of a blood clot, foreign 


' bodies and diseased tissue, and systemic condi- 


tions. 

The diagnosis is easily made. The wound may 
be from two to ten days old at the time of the first 
visit, but more commonly is three to four days 
old. The wound may appear entirely open and 
the exposed alveolus may be seen. The pain 
which accompanies bare bone has been described 
as similar to that produced by cold air on freshly 
cut dentin. The patient usually describes the pain 
as excruciating, deep and throbbing. The clot 
may be only partially lost, and the portion that 
remains may be necrotic and easily displaced. A 
putrefying odor is almost invariably present. 
There may be swelling of the jaw and accom- 
panying lymphadenitis. 

Preoperative or preventive measures that may 
be taken include the following: 

1. Care should be taken to minimize trauma. 

2. If flaps have been raised, replacement is 
important to good healing. 

3. If a blood clot is not present at the end of 
the operation, the soft tissues surrounding the 
wound may be scraped with a curet to produce 
bleeding and thus fill the socket with a clot. 

4, Antibiotic prophylaxis should be used only 
in selected patients. 

5. The patient should be given an opportunity 
to tell his story; there is no substitute for an ade- 
quate history. 

6. Careful instructions should be given for 
home care of the extraction wound. 

Postoperative observation is important; pa- 
tients should be seen within 48 hours after the 
operation. If the clot then is necrotic the socket 
should be irrigated, and any fragments of loose 
clot removed, the socket dried with cotton pellets, 
and gauze or cotton rolls used to isolate the re- 
gion. The exposed bone is painted with a satu- 
rated solution of iodine and guaiacol, and an anti- 
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biotic gauze dressing inserted and sealed at the 
periphery. The first dressing should be removed 
in from 24 to 48 hours, the socket irrigated and 
dried and a new dressing placed. This routine is 
repeated every three to five days until no odor is 
detected on the dressing or until granulation 
tissue forms. Dressings should not be discon- 
tinued until three days after the patient reports 
complete comfort. 

College of Dentistry, State University of Iowa, 
Iowa City, Ia. 


Statistical observation of jaw fractures 


Y. Miyagawa, Y. Kobayashi, S. Motizuki, 
S. Sakurai, S. Kanno and Y. Obata. 
J.Japan Stomat.Soc. 24:389-398 Dec. 1957 


During the period from April 1934 to February 
1957, 214 patients with jaw fractures visited the 
clinic of the School of Dentistry, Tokyo Medical 
and Dental University. 

Fractures of the mandible were three times 
as frequent as fractures of the maxilla. Jaw 
fractures were more common in males than in 
females. The incidence of jaw fracture was par- 
ticularly high among men 20 to 30 years old; 
however, 11.7 per cent of all fractures occurred 
in children under nine years old, a high incidence 
when compared with reports in other countries. 

Most jaw fractures were the result of traffic 
accidents, the next most common cause being in- 
dustrial accidents. There were six instances of 
pathologic fracture caused by chronic diseases, 
and one fracture resulted from a tooth extraction. 

Jaw fractures occurred most frequently in 
May, June, September and October. Fractures 
caused by traffic accidents occurred most fre- 
quently in the periods between 10 a.m. and 
noon and between 4 and 6 p.m. Those caused 
by industrial accidents occurred most frequently 
in the periods between 10 a.m. and noon and 
between 2 and 4 p.m. 

The fracture lines in fractures of the mandible 
were not always parallel with the axes of the 
teeth. Most fracture lines ran from supra-anterior 
to infraposterior. Most of the fracture lines be- 
ginning at the alveolar region between the right 
and left cuspids ended at the lower edges below 
the right or left first bicuspids. Fracture lines be- 


ginning at the third molar ended at the mandibu- 
lar angle. 

Subcondylar fractures, coronoid fractures and 
some fractures in the mental regions were the re- 
sult of indirect shocks. 

Most jaw fractures were treated successfully 
by elastic traction; the open reduction technic 
was used for old fractures. Since 1952, multiple 
loop wiring with 18-8 stainless steel wire has 
been used for fixation, with good results. Severe 
infection after jaw fracture seldom occurs when 
antibiotics are applied. 

School of Dentistry, Tokyo Medical and Den- 
tal University, Tokyo, Japan 


Responsibility and liability of the dentist 
when inserting 
denture-supporting acrylic implants 


G. C. Chiarini. Riv.ital.Stomat. 11:188-197 
Feb. 1957 


In the department for prosthetic dentistry of the 
Dental Institute of the University of Genoa, Italy, 
foreign body reactions occurring in oral tissues 
after insertion of acrylic implants were studied in 
experimental animals and patients. 

In animal experiments, the acrylic implants 
were subperiosteally inserted and maintained un- 
der aseptic conditions. The implants remained 
sterile during the initial attempts of invasion by 
the surrounding healthy tissue. Only in isolated 
instances was the implant contaminated, probably 
because of saliva flowing along the neck of the 
teeth. Specimens of gingival tissue and periodon- 
tal membrane showed only insignificant edema 
without necrosis or thermal coagulative effects. 
Cellular infiltration and hyperemia were absent. 
There were few significant histopathologic 
changes. 

In the majority of instances, however, the in- 
sertion of subperiosteal acrylic implants in pa- 
tients resulted in severe foreign body reactions. 
These results were contrary to those experienced 
in animals. 

Histopathologic studies revealed that the sur- 
faces of the inserted implants were covered with 
squamous epithelium. Severe fibrosis, epithelial 
proliferation and excessive inflammation were 
present. 


More time must elapse and many additional 
and reliable reports must be submitted and veri- 
fied before the dental profession can accept the 
insertion of denture-supporting acrylic implants 
as a serviceable and permissible treatment 
method. More research also is necessary in the 
fields of biology and histology before this treat- 
ment method should be used even in patients for 
whom satisfactory conventional dentures cannot 
be made. The responsibility and liability of the 
dentist who inserts acrylic implants indiscrimi- 
nately or even selectively still are too great. 

At the present time, the contraindications to 
the use of acrylic implants are innumerable. The 
dentist should evaluate this problem carefully, 
also from the legal viewpoint. There unques- 
tionably exists a civil and penal liability of den- 
tists in regard to the possible harmful conse- 
quences which such an inadequately tested 
method may provoke. 

Via Porta d’Archi 3, Genoa, Italy 


A new sterile 
absorbable hemostatic dental cone 


Estell E. Morris and Ronald S. Ping. 
].Indiana D.A. 37:3:10-13,15 March 1958 


A clinical study was undertaken to evaluate the 
hemostatic properties of a new compound, modi- 
fied carboxymethylcellulose, as an adjunct in oral 
surgical procedures. This agent is reported to be 
an absorbable coagulant in tablet form which 
is designed to fit into tooth sockets. The prelim- 
inary phase of the study consisted of animal ex- 
perimentation and a series of tests in routine ex- 
traction wounds of patients. 

One hundred and fifty-three patients were 
treated with the modified carboxymethylcellulose 
tablets, hereafter referred to as “cones.” A con- 
trol group of 100 patients received no cones after 
tooth extraction. 

Postextraction hemorrhage was controlled ef- 
fectively by placing a cone in the socket, usually 
without pressure being applied. No increase in 
the postoperative sequelae was noted and no side 
effects or untoward reactions occurred. No in- 
stance of dry socket occurred in the experimental 
group. Dry socket occurred in two of the 100 pa- 
tients in the control group. 
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The cone is said to produce hemostasis in two 
ways: 

1. It has a capacity to react with the hemo- 
globin to form a gelatinous coagulum which 
blocks ruptured vessels. 

2. The material swells on contact with blood 
so that a slight pressure is exerted against the 
walls of a tooth socket. The material is completely 
absorbable and does not interfere with the normal 
organization of the blood clot. 

Modified carboxymethylcellulose has been used 
successfully in patients who have a history of 
bleeding and in patients who have been on anti- 
coagulant therapy. The cone should not be used 
when the tooth socket contains an inadequate 
amount of blood. It should not be used in large 
cystic areas nor in instances of acute infection. 

This preliminary clinical study of the modified 
carboxymethylcellulose cones as hemostatic 
agents revealed them to be effective in controlling 
most postextraction bleeding. The cone is simple 
to apply, not unpleasant to the taste, and adds 
to the comfort of the patient by reducing post- 
extraction bleeding. The absence of reported dry 
socket bears further investigation. 

School of Dentistry, Indiana University, Indi- 
anapolis, Ind. 


Surgical implantation of tumors 
A. K. Bush Am.Surgeon 23:1012-1021 Nov. 1957 


There is increasing evidence that inadequate 
elimination of malignant tumors can cause metas- 
tases. Surgical manipulation may produce 
showers of tumor emboli through the venous 
system. 

Lack of en bloc excision, cutting into the tumor 
and rough instrumentation may lead to contam- 
ination of instruments and gloves with resulting 
implantation of tumor cells into the wound. Even 
needle biopsies can lead to a spread along the 
needle tract. This is demonstrated by a case re- 
port presented. 

Another case report reveals that tumor cells 
can become implanted at the site of anastomosis, 
even though there may have been a large segment 
of the pathologic passage formation removed. 

The spread of tumors by surgical intervention 
can be prevented by excisional biopsy, as op- 
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posed to incisional biopsy, whenever possible. 
Another preventive method is the en bloc excision 
of the entire tumor, and gentleness in handling 
of the tumor during operation, thereby minimiz- 
ing the danger of venous tumor emboli. Glove 
and instrument contamination can be prevented 
by covering the surface of the tumor, by proper 
use of electrosurgery in selected instances, and 
by administering chemotherapeutic agents for 
destruction of tumor emboli. 
5400 Arsenal Street, St. Louis 9, Mo. 


Experimental transplantation of free grafts 
of intestinal mucous membrane 


Horace Herbsman, Alan S. Rabson and 
William E. Schatten. Plast. Reconstr.Surg. 
20:366-378 Nov. 1957 


Advances in radical intraoral surgery accentuate 
the problem of repairing large mucosal defects. 
Small mucosal defects have been repaired suc- 
cessfully with free mucous membrane autografts 
obtained from buccal mucosa, conjunctiva, vagina 
and rectum. The paucity of readily available mu- 
cous membrane led to the use of skin for lining 
larger defects, but skin has many disadvantages 
as a mucosal substitute. The largest potential 
source of mucous membrane is the gastrointes- 
tinal tract. A study was undertaken to evaluate 
the use of free grafts of intestinal mucous mem- 
brane for resurfacing large mucosal defects in the 
oral cavity. 

Oral cavity transplants were performed on 33 
adult mongrel dogs, male and female, weighing 
from 10 to 16 Kg. each. Skin grafts used for re- 
surfacing prepared buccal defects were removed 
from the abdominal wall with a Padgett derma- 
tome. Free mucous membrane grafts were ob- 
tained from the jejunum, ileum and colon. The 
resected portion of intestine was opened along 
the antimesenteric border and the intestinal con- 
tents removed with warm saline. The segment 
then was flattened, mucosal side downward, on 
a moistened towel. An incision was made at one 


corner to expose a cleavage plane between sub- 
mucosa and muscularis. The muscularis and 
serosa then could be stripped easily from the 
mucosa-submucosa layer. It was not possible to 
separate mucosa from submucosa. Mucosal folds 
disappeared after stripping of the muscularis, and 
the segment increased to two to three times its 
original length. The segment was immersed mo- 
mentarily in a neomycin solution and then ap- 
plied to the buccal defect, with the mucosal sur- 
face facing the oral cavity. The graft was trimmed 
and sutured in place. The ends of sutures were 
left long and were used to tie a cotton stent, im- 
pregnated with neomycin solution, over the graft. 

One dog died of peritonitis. Stents were miss- 
ing in 14 dogs three to five days after operation. 
Eleven of these dogs had mucosal grafts, none of 
which survived; in one animal, a cyst filled with 
mucin was noted. Skin grafts in the other three 
dogs had partially survived despite the premature 
loss of the stents. 

In the remaining 18 dogs, the results were as 
follows: four jejunum grafts tried, one survived; 
three ileum grafts tried, one survived; nine colon 
grafts tried, four survived, and two skin grafts 
tried, two survived. 

Intestinal mucous membrane is not as durable 
a transplant as skin. It contracted after grafting 
as much as skin. Mucous membrane grafts in the 
oral cavity, however, were much more similar to 
normal mucous membrane than was skin. Mucous 
membrane grafts were moist and soft, unlike the 
dry, hairy surfaces of skin grafts. 

Normal epithelium of the oral cavity overgrows 
transplanted intestinal mucous membrane. Fur- 
ther studies are necessary to determine the ulti- 
mate extent of this overgrowth, and to determine 
whether intestinal mucous membrane offers an 
advantage as a bridge for the regeneration of ad- 
jacent epithelium. The inability of a dog to co- 
operate must be considered in evaluating the 
results; it is reasonable to expect that more satis- 
factory results could be obtained in human pa- 
tients. 

Kings County Hospital, 451 Clarkson Avenue, 
Brooklyn 3, N.Y. 


Radiogenic necrosis of the jaws 


Carl Heidsieck. Fortschr.Kief.Ges.Chir. 3:91-96, 
1957 


Radium irradiation and deep roentgenotherapy 
have a deleterious effect on osseous tissues and 
often cause the death of cell groups in contact 
with living tissue. Necrosis of the jaw frequently 
is caused by deep roentgenotherapy of oral tu- 
mors, especially carcinoma. 

Exposure or subjection to the action of roent- 
gen rays or other radioactive rays produces patho- 
logic changes, especially in the periosteum which 
becomes swollen and thickened. 

Histologic examinations reveal that the inner 
layers of the periodontal membrane are hyalin- 
ized. The vascular supply in the alveolar bone is 
affected, the supplying vessels are obliterated 
and the bone cells die. 

Radiogenic necrosis of the jaws develops as a 
direct result of the effect of radioactive rays on 
the blood supply and is not due to infection. In 
severe instances, this type of necrosis results in 
pathologic fractures of the jaws. 

The susceptibility of an individual to radio- 
genic necrosis of the jaws, especially of the man- 
dible, may be increased by the presence of local 
infections such as in gingivitis or apical periodon- 


Figure 1 Necrosis caused by roentgenotherapy of a 
carcinoma of the lingual tonsil. Necrotic bones with- 
out marrow 


Figure 2_ Radiogenic necrosis of the lower jaw. Only 
one third of the histologic specimen shows necrotic 
changes of osseous tissue 


Figure 3 Necrosis of the upper jaw caused by 
roentgen irradiation after surgical resection. The con- 
nective tissue shows cells without nuclei. The osseous 
lamella is free of osteoblasts 


iogenic necrosis developing after deep roentgeno- 


— 4 Pathologic fracture of the jaw caused by 
therapy of a carcinoma on the base of the tongue 


\ 


Roentgenology 397 
aad 
4 
- 


398 Dental Abstracts July 1958 


titis, and by trauma to oral tissue as caused by 
tooth extraction. 

Histopathologic studies show a widening of the 
lacunae and irregularity of the small canals. The 
trabeculae and bone cells can scarcely be differen- 
tiated by staining. This seems to indicate that the 
degeneration of protoplasms and nuclei of the 
cells has taken place, sometimes without change 
in the appearance of the tissue. The marrow of 
the spongiosa has undergone fibroid degeneration 
and only a few damaged nucleated cells remain. 
Simultaneously with the necrotic change, there 
exists an osteoblastic replacement. Newly pro- 
duced osseous tissues, however, are coarse and 
sclerotic. 

The adverse effects of radium irradiation and 
deep roentgenotherapy used in treatment of oral 
tumors are: (1) prolonged pain and trismus; (2) 
swelling of the face and the sinuses; (3) suppura- 
tion and breakdown of soft tissues; (4) perfora- 
tion of the cheek; (5) hypersensitivity of tooth 
structures, and (6) increased susceptibility to 
caries. 


Radiogenic necrosis of the jaws can be pre- 
vented to a great extent by radical extraction of 
teeth lying in the region of direct exposure to 
radioactive rays. 

Surgical treatment of radiogenic necrosis of 
the jaws is indicated only if there is no spontane- 
ous demarcation or if the pain becomes unbear- 
able and cannot be relieved by analgesics. If the 
danger of pathologic fracture of the jaw exists, 
splinting is the method of choice. 

In animal experiments it was demonstrated 
that the growth and development of facial bones 
can be inhibited by comparatively small doses of 
radioactive rays which do not affect the skin and 
show no histologically observable changes in the 
osseous tissue. Exposure to small doses of radium 
or roentgen rays at certain intervals has fewer ad- 
verse effects on bone growth than isolated larger 
doses. In all experimental animals, the jaws 
proved to be extremely susceptible to radiogenic 
necrosis. 

Philippstrasse 21, Berlin N 4, Germany 


Indirect roentgenocinematography 

of the vessels in the maxillofacial region: 
angiographic examination with the “Odelca” 
mirror camera of medium size 


F. Rausch and W. Schiefer. 
Fortschr.Réntgenstr.Nuklearmed. 84:88-99 
Jan. 1957 


The recently introduced photofluorographic 
“Odelca” camera is designed for 70 mm. repro- 
ductions of fluoroscopic images. This camera pro- 
vides a reduction to one fourth of the actual size 
and permits taking six exposures per second. For 
practical purposes in cerebral and maxillofacial 
angiography, three exposures per second are 
made for a total of from 7 to 7.5 seconds. 

Normally, the arterial phase lasts from two to 
three seconds, the capillary phase from one half 
to one second and the venous phase from two 
to three seconds of maximum intensity. 

Serial angiograms permit satisfactory recog- 


nition of normal and pathologic cerebral and 
maxillofacial vessels, and the contrast effect ob- 
tained compares favorably with that of custom- 
ary roentgenograms. The special feature of the 
indirect roentgenocinematography with the 
“Odelca” mirror camera is that the entire cere- 
bral and maxillofacial circulation can be studied 
routinely with a rapid succession of exposures. 
Previously suspected peculiarities of the circu- 
lation can be corroborated with angiographic 
method. 

In the roentgenographic visualization of arterio- 
venous angioma in the maxillofacial region, the 
circulation time is shortened. In glioblastoma, 
the venous phase and the tumor staining period 
are prolonged. In meningioma, the tumor visuali- 
zation and staining periods are also prolonged 
but in the majority of instances the symptoms can 
be recognized during the early arterial phase. 

Neurochirurgische Universitatsklinik, Cologne, 
Germany 
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Clinical pantomography of the jaws 


Pekka Soila and Jrjé V. Paatero. 
Radiology 66:818-824 June 1957 


Pantomography is a sectional roentgenographic 
technic which has been developed for the pur- 
pose of obtaining tomograms of curved surfaces. 
A fixed source of radiation is employed, and ob- 
jects and films are rotated on specially con- 


structed holders having equal radii and moving _ 


at identical speeds through a peripheral frictional 
arrangement. A 

In pantomography, the rather small roentgen 
beam reproduces on the film the layer of interest 
which has the same linear velocity and direction 
of movement as the film. Structures outside the 
layer of interest can be blurred in the usual 
laminagraphic manner. The reproduced section 
appears in essentially better detail than in con- 
ventional sectional roentgenograms whether they 
were produced by body-section roentgenography, 
laminagraphy, planigraphy, roentgen-ray focus- 
ing, tomography or stratigraphy. 

Pantomography is of special value in the sec- 
tional reproduction of the jaws. Investigations 
carried out at the Central Institute of Radiation 
Therapy of the University of Helsinki, Finland, 
have shown that pantomography is most useful 
in clinical examination of patients with congenital 
anomalies of the jaws, and as a routine proce- 
dure in examination of the jaws of patients who 
have systemic diseases or have suffered trauma 
to the jawbones. 

Although benign tumors and cysts in the maxil- 
lofacial region are easily visualized in pantomo- 
grams, primary malignant tumors or their 
metastases do not show up clearly on single 
pantomograms. Consecutive pantomographic ex- 
aminations, however, frequently permit diag- 
nosis of malignant neoplasms present in the oral 
cavity. 

Pantomography also aids in the diagnosis of 
necrotic or inflammatory changes in oral osseous 
tissue. Increased calcium or sequestrated bone 
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deposits within the region of healing can be rec- 
ognized more clearly in pantomograms than in 
conventional roentgenograms. 

Pantomographic examination of the jaws pre- 
sents an additional advantage because the pro- 
cedure is comparatively simple and can be 
applied also to diagnostic examinations of se- 
verely ill patients. Identical technical factors 
can be reproduced and the re-examination in un- 
changed projection is easily obtained. 

Unionkatu 38, Helsinki, Finland 


Spinning lead tops used for locating 
and evaluating technical breakdowns 


W. Seelentag. Fortschr.Réntgenstr.Nuklearmed. 
83:872-880 Dec. 1956 


At the Institute for Physical Therapy and Roent- 
genology of the University of Munich, Germany, 
spinning lead tops are used to determine the 
actual exposure time and to evaluate the effect 
of voltage and current on roentgen tubes during 
exposure. 

The spinning lead top picture can be con- 
sidered as a simplified oscillogram of the voltage 
at the tube. A series of synchronous spinning lead 
top pictures illustrate the usefulness of this 
method for studies of various types of diagnostic 
and therapeutic machines constructed by differ- 
ent manufacturers. 

Of special usefulness is the spinning lead top 
method in diagnosing and evaluating “patho- 
logic” interruptions of currents such as the effect 
of changes in the cathode of a valve tube, break 
of a filament in a tube, stopping of the filament 
circuit outside the tube, increased voltage drop 
caused by the circuit, and so forth. 

The spinning lead top method is comparatively 
simple to use, and reveals with certainty whether 
a decrease in the output may be due to faults 
in the high voltage part of the apparatus or to 
the production of a higher output than customary. 

Ziemssenstrasse 1, Munich, Germany 
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Adamantinoma of the mandible 


T. Schrire. South African M.J. 31:465-467 
May 18, 1957 


A 30 year old Nama-Bushman was admitted to 
Groote Schuur Hospital complaining of a lump in 
the mouth and face which had been present for 
at least 16 years. Because of the patient’s isolated 
existence, such medical persons as he had earlier 
managed to consult could offer him no surgical 
treatment. 

An immense mass grew out of the mouth and 
occupied the position of the mandible (Fig. 1). 
The skin over the cheeks had stretched and given 
way so that sinuses had formed, discharging 
bloodstained necrotic material. Inside the mouth 
similar superficial necrosis had taken place, and 
there was a constant dribble of bloodstained, of- 
fensive saliva. The lesion on palpation proved to 
be within the mandible itself. It was not uniform, 
being mainly fibrous hard with fluctuating re- 
gions. Eggshell crackling was heard in some parts. 
The tongue, soft palate and maxilla were not in- 
volved and the submaxillary and submental 
glands, although enlarged and adherent to the 
mass, had not become adherent to the skin. 


a 


Figure 2 The patient on discharge 


The preoperative diagnosis was adamantinoma, 
and the tumor was excised in a four hour opera- 
tion. The pathologist reported that the specimen 
consisted of a mandible which had been excised 
through the temporomandibular joint on the left 
side, whereas on the right side the superior ramus 
had been bisected above the angle. Arising from 
the mandible and causing gross distortion of the 
teeth was a large, lobulated, fairly well encap- 
sulated tumor measuring 20 by 10 by 7 cm. On 
sectioning the tumor had a firm white fibrous ap- 
pearance with numerous cystic regions contain- 
ing thick yellowish fluid. Histologic examination 
showed the typical features of an adamantinoma. 

Postoperative convalescence was uneventful. 
Later that year a bone graft was taken from the 
left iliac crest and split into three parts which 
were wired together to form a curved strut. An 
incision was made submentally in the line of the 
previous scar and the skin undermined, care be- 
ing taken not to break through the healed mucosa 
into the mouth. The new mandible was fitted into 
place and one end was tucked up against the re- 
exposed stump of the original right side of the 
mandible whereas the other was permitted to lie 
free in the region of the empty left condyloid 
fossa. It was felt more could be done to improve 
the patient’s appearance, and three months later 
a piece of bone was inserted subcutaneously into 
the chin, and several maxillary teeth were re- 
moved. The patient was permitted to return to 
South West Africa, comfortable and able to take 
his food with ease (Fig. 2). 


“ 
Figure 1 The patient on admission 
oh 


Adamantinoma is an epithelial tumor which is 
said to arise from a tooth follicle, more particu- 
larly its ameloblastic layer. The tumor more fre- 
quently arises in the mandible than in the maxilla, 
and is more frequent among the non-European 
races than the European. It grows within the bone 
_and expands into a series of cystlike spaces. Me- 
tastases are rare. 

The microscopic appearance of the tumor, its 
resistance to roentgenotherapy while within the 


bone and its relative radiosensitivity once it has © 


broken out, as well as its slow progression and the 
rarity of glandular metastases, recall strongly the 
appearance and genesis of basal cell carcinoma. 

Surgical extirpation is the treatment of choice, 
and since an adamantinoma will always grow if 
permitted to remain without treatment, the sooner 
this is undertaken, the less mandible will have to 
be sacrificed. Scraping and evacuating the tumor 


never achieves permanent success. In all in- © 


stances, clearance of all the teeth of the lower 
jaw should be performed and dental occlusion re- 
stored with the assistance and cooperation of a 
dental surgeon. 

Groote Schuur Hospital, Cape Town, Union of 
South Africa 


Tingling of lips and tongue 
Brit.M.J. No. 5046:720 Sept. 21, 1957 


Q.—A 50 year old woman patient has complained 
several times in the past year of tingling, numb- 
ness and burning of the tongue and buccal as- 
pects of the lips. The condition is made worse by 
certain foods, such as fruit and spices. She has 
worn artificial dentures for a year; leaving them 
out for a few weeks has produced no improve- 
ment. Clinical examination of the mouth and 
tongue shows no abnormality and the blood count 
is normal. Hydrochloric acid given with her food 
has produced no improvement, nor have injec- 
tions of vitamin B, or cyanocobalamin given topi- 
cally and systemically. 

A.—Disturbances of taste and unpleasant sen- 
sations in the mouth, lips and tongue in the ab- 
sence of physical signs are often difficult to 
explain and to treat. They are on a par with 
pruritic sensations in other parts of the body, and 
in this patient may be related to the menopause. 
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For this reason small doses of one of the estrogens 
might be tried. It is unlikely that the symptoms 
are due to achlorhydria, but the gastric secretion 
could be tested by one of the methods of tubeless 
gastric analysis or by estimating the excretion of 
uropepsinogen in the urine. 

Painting or spraying the tongue and lips with 
a solution of hydrocortisone would be worth a 
trial, and in addition phenobarbital could be 
given as a sedative. 

British Medical Association, Tavistock Square, 
London, W.C.1, England 


Incontinentia pigmenti: report of two cases 


Walter Burmeister. Deut.med.Wschr. 82:2199- 
2201 Dec. 20, 1957 


At the Pediatric Clinic of the University of Kiel, 
Germany, two female infants with incontinentia 
pigmenti were observed and treated. 

In both instances, there were the characteristic 
symptoms of this genodermatosis such as inflam- 
matory, bullous and verrucose patches on the fa- 
cial skin, defective development of the skin and 
other tissues of ectodermal origin and bone de- 
formities. 

Both patients showed various developmental 
disturbances such as absence of dental germs of 
several upper and lower teeth, retarded tooth 
eruption, poor sucking power, strabismus and hy- 
pothermia. 

During the treatment with adrenocorticotro- 
phic hormone (ACTH) and prednisolone, the in- 
flammatory facial patches became hyperkeratotic 
layers which healed without scar formation. 

Incontinentia pigmenti is a congenital skin dis- 
ease which affects females almost exclusively. Its 
etiology is unknown. 

Schwalbacherstrasse 62, Wiesbaden, Germany 


Geographic tongue 
J.A.M.A. 166:1261 March 8, 1958 


Q.—What is the cause, prognosis and newest 
treatment of geographic tongue? 

A.—This is a benign type of coating of the 
tongue in which the deposit or furring arranges 
itself in such a manner as to simulate a geographi- 
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cal map. It is known also as erythema migrans, 
glossitis areata exfoliativa, or “wandering rash.” 
It is an asymptomatic superficial migratory de- 
posit on the tongue, noninflammatory, and it 
slowly changes from day to day. Usually it is 
confined to the dorsum and sides of the tongue. 
The lesion begins as a central deposit and extends 
itself distally by concentric rings at times; the 
individual patches coalesce, giving rise to poly- 
cyclic figures which represent the geographic 
tongue. The condition is fairly common and has 
no clinical significance. It tends to be persistent 
and is prone to relapses. Its etiology is unknown. 
Treatment, apart from prophylactic oral hygiene, 
is not necessary. 
535 North Dearborn Street, Chicago 10, Ill. 


Severe headaches—including migraine: 
block anesthesia of the jaws can locate 
the sources of 90 per cent of its causes 


Robert M. Box. J.Ontario D.A. 34:16-20 
Dec. 1957 


Headaches chiefly are the result of stimuli to cer- 
tain vascular structures of the head. To find the 
source of the stimuli is the difficulty. In over 90 
per cent of severe headaches the answer lies in the 
field of dentistry. 

The pain may register in only one region of 
the head or may embrace several, the latter being 
the usual pattern. The stimuli, when in the jaw or 
jaws, nearly always originate from a lesion or les- 
ions of mycotic osteomyelitis. About 2 per cent 
of the lesions, in the experience of the author, are 
further complicated with bacteria, streptococcus 
or staphylococcus. Particularly in the teen-age 
group, the stimuli may originate from impacted 
molars whose coronal sacs are infected with my- 
cotic organisms. 

The first step in diagnosis is to obtain a com- 
plete series of roentgenograms of the jaws. The 
abnormally radiolucent zones (nearly always 
postextraction) should be observed, and checked 


for tenderness by means of digital pressure, as 


should the tissue over the infraorbital foramen 


and the submaxillary glands. The next procedure 
is to link the pathosis in the jaws with the pattern 
of the headache. 

Lesions in the upper jaw tend to refer their im- 


pulses to the frontal, vertical and ocular regions. 
Lesions in the lower jaw tend to refer impulses 
to the occipital and aural regions. Impulses from 
lesions in either jaw may be referred to the tem- 
poral, parietal, and mastoid regions and back of 
the neck. 

If the headache is unilateral, the responsible 
lesion or an impacted molar will be found on the 
same side as the headache. Roentgenograms and 
clinical investigation may show only one source of 
pathosis. This can be checked by nerve blocking 
with a local anesthetic during an attack. After a 
nerve block, cessation of the pain usually occurs 
in from three to five minutes. 

There are three responsible factors: (1) chem- 
ical, often hereditary but may be acquired, chiefly 
through shock; (2) a stimulus factor on the sym- 
pathetic nervous system, and (3) an exciting fac- 
tor, of hormonal origin, which evidently causes 
the lesion to change from a passive to an active 
stage, thereby initiating the production of nerve 
impulses from the lesion through the sympathetic 
system to the vascular structures in the head. Ex- 
citing factors may be worry, excitement, irrita- 
tion, fatigue, menstruation, constipation, sudden 
barometric change, food allergy, alcohol, eye- 
strain, strong odors and excessive noise. 

Because of a failure to discover the stimulus 
factor in migraine, too much importance has been 
given to chemical and exciting factors. That the 
nausea and vomiting so often associated with se- 
vere recurrent headache are but reflexes to the 
vagus nerve from the pathosis in the jaw can be 
demonstrated by a nerve block. Nausea and vom- 
iting usually are the first symptoms to disappear 
and the last to return. 

Another phenomenon, often originating from 
impulses from mycotic lesions in the jaws, is a 
feeling of pressure in various regions of the head. 
When not caused by brain tumor, this phenome- 
non usually is amenable to block anesthesia and 
surgery. 

In those instances where the maxillary sinus 
has been involved by the lesion, either by con- 
tinuity or contiguity, block anesthesia usually is 
not completely effective in a diagnosis. But 50 
per cent relief or over can be considered sufficient 
reason to warrant surgery. 

Results depend on the competency of the sur- 
gery. The pathosis must be extirpated completely 


and subsequent reinfection of the wound pre- 
vented. Daily dressings are necessary. The head- 
ache usually returns between the third and sev- 
enth day, and may last for minutes, hours or days 
(usually for hours). This is considered a good 
omen. 

Five case histories are presented. 

Toronto, Ontario, Canada 


An investigation of the bacterial flora 
of suppurative oral swellings 


T. G. Ludwig. Australian D.J. 2:259-263 
Oct. 1957 


A bacteriological investigation was made of sup- 
purative lesions affecting the dental tissues and 
related oral structures in 192 patients at the 
United Dental Hospital, Sydney. The majority of 
the suppurative swellings of this type are mixed 
infections. The composition of the infecting bac- 
terial population generally resembles that of the 
normal oral flora. The most common bacterial in- 
fective agents associated with these conditions 
were Streptococcus viridans and Staphylococcus 
albus. 

Of 58 suppurative lesions developing after 
tooth extraction or fracture in the mandibular 
region, pus from 16 contained granules suggest- 
ing actinomycosis. This condition may be more 
common than has been previously thought. 

Dental Clinic, Upper Willis Street, Wellington, 
New Zealand 


Salivary gland tumors 
Cancer Bul. 9:91-92 Sept.-Oct. 1957 


Salivary gland tumors are relatively uncommon, 
and, fortunately, largely benign. The majority are 
found in the three major paired salivary glands, 
with the parotid gland by far the most frequent 
site of tumor. Submaxillary gland tumors are 
much less common, and primary sublingual gland 
tumors are rare. In Stout’s series of 463 tumors, 23 
of 55 submaxillary gland tumors and all of seven 
sublingual gland tumors contained cancer, but 
only 78 of 376 parotid gland tumors were malig- 
nant. 


Patients of all ages are affected by salivary 
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gland tumors. The average age of patients with 
benign tumors is in the forties and that of patients 
with salivary gland cancer in the fifties. Both 
sexes are apparently equally affected by cancer in 
the major salivary glands, except that squamous 
cancers predominate in men over 60 years old. 

The lack of pathognomonic evidence of cancer 
in the salivary gland tumors sometimes makes ac- 
curate diagnosis difficult. A rapidly growing, 
hard, fixed tumor, the absence of a capsule, and 
pain are, of course, indicative of cancer. Facial 
nerve paralysis occurs in a third of patients with 
parotid gland cancer and may be slow or sudden 
in development. This paralysis, when there is also 
persistent swelling in the parotid gland, is practi- 
cally diagnostic of cancer. 

Characteristically, the initial symptom of either 
a benign or malignant tumor is a small, painless, 
unilateral swelling. Typically, the rate of growth 
is measured in years and even in decades. Benign 
parotid gland tumors ordinarily are encapsulated, 
freely movable, and not attached to the skin. In 
early stages they are smooth, but may become 
nodular as they grow. They commonly arise in the 
part of the gland below or anterior to the lobe of 
the ear. Enlarged lymph nodes or an apparent 
swelling in the region of the cheek may be the first 
sign. Many cancers, in the early stages, may 
closely resemble benign tumors, so that histologi- 
cal examination is necessary for differentiation. 
Such clinical evidence of cancer as pain, facial 
nerve paralysis and metastases may not appear 
for years after the tumor becomes obvious. For 
this reason, examination of a patient with a sali- 
vary gland tumor should include routine chest 
roentgenographic studies. Metastases to the 
lymph nodes, lungs and bone occur in about a 
fourth of patients. 

A stone in the main duct of either the parotid 
or submaxillary gland is a frequent cause of swell- 
ing and hardness, and patients with this condition 
may experience intense pain when eating. The in- 
jection of a radiopaque solution into Stensen’s 
duct is helpful in differentiating between tumors 
and inflammatory conditions; however, the value’ 
of sialography is limited in determining whether 
the lesion is benign. 

Since submaxillary tumors are comparatively 
uncommon, the possibility of a more common 
cause of a swelling in this gland must be consid- 
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ered. Obviously, a search for a primary intraoral 
cancer is necessary before diagnosis of submaxil- 
lary gland tumor is made. 

Sublingual gland tumors, because of their rar- 
ity and their location, must be differentiated from 
cancers that originate in the floor of the mouth. 
The possibility of such a tumor should be consid- 
ered if a smooth, rubbery growth in the anterior 
floor of the mouth does not apparently arise from 
the mucous membrane. 

The treatment of choice for patients with sali- 
vary gland tumors is surgical removal, since these 
tumors are radioresistant. Delay may result in ser- 
ious consequences for the patient even though the 
tumor may be apparently benign. 

University of Texas M.D. Anderson Hospital 
and Tumor Institute, 6723 Bertner Drive, Hous- 
ton, Texas 


Asymptomatic enlargement 
of the parotid glands 


John J. Duggan and Earle N. Rothbell. 
New England J.Med. 257:1262-1267 
Dec. 26, 1957 


Of 2,000 patients admitted to the medical service 
of a Veterans Administration Hospital over a two 
year period and inspected for the presence of 
visibly enlarged parotid glands, 40 patients had 
this physical sign. Concurrently, ten other pa- 
tients were provided by physicians elsewhere in 
the same medical center. Of the 50 patients, 45 
were men. Although the ages of the patients 
ranged from 23 to 69 years, two thirds were in the 
fifth and sixth decades of life. 

The diets of these patients fit broadly into 
three categories: abnormal, with alcoholism (41 
patients); abnormal, without alcoholism (three 
patients), and unremarkable (six patients). 

In upstate New York, the usual hospitalized 
patient with asymptomatic enlargement of the 
._ parotid gland is an obese man of sthenic habitus 
who has been a steady drinker, perhaps in the 
’ distant past. He has continued to eat bread and 
meat, maintaining a moderately excessive caloric 
intake. Occasionally, an insufficient diet has been 
achieved without the use of alcohol. Sometimes, 
no history of dietary aberration is elicited. The 
glands may be enlarged only on the institution of 


a good diet. On examination, the parotid glands 
obtrude. The lower parts of the ears disappeared 
from view when the patient was seen from the 
front, whereas the ear lobes were pushed laterally 
on rear view. The glands were smooth and firm 
enough to be defined by palpation. They were 
neither warm nor tender. Obliteration of the 
groove between the ramus of the mandible and 
the mastoid process was a useful confirmatory 
sign. 

The diastolic blood pressure usually is over 
90 mm. of mercury. The liver usually is enlarged, 
and spider telangiectases often are present. Im- 
pairment of liver function usually is demonstrable 
in the laboratory, and fasting hyperglycemia or 
impaired glucose tolerance is common. 

Noninflammatory parotid enlargement is a con- 
dition defined clinically only in a negative sense, 
without morphologic definition and of unknown 
cause and unknown pathogenesis. Yet, wherever 
it has been described it has been associated with 
disturbed nutrition, including obesity, diabetes 
mellitus and refeeding after privation, as well as 
with inadequate diet owing to poverty or alco- 
holism or custom. The nutritional insult may be 
continuing or remote. 

The detection of enlarged parotid glands has 
been useful clinically. It has led to the review of 
dietary histories with the discovery of new in- 
formation, notably in relation to alcoholism. En- 
larged parotid glands are strongly suggestive of 
associated liver disease. 

Veterans Administration Hospital, Syracuse, 
N.Y. 


Recurrent aphthous stomatitis 
Lyon P. Strean. Lancet 273:600 Sept. 21, 1957 


Recurrent aphthous stomatitis is not caused by 
herpes simplex virus, as had been assumed by 
many authors, but by a still unidentified virus. 
Patients afflicted with recurrent aphthous stoma- 
titis have a low antibody titer against herpes sim- 
plex virus. Patients with herpetic stomatitis, how- 
ever, have a comparatively high antibody titer 
against homologous antigens. 

Various forms of stress (physiologic, psycho- 
logic and traumatic) seem to precipitate a crop 


of aphthae in the oral cavity and on the lips. It 


is essential to determine prior to treatment 
whether the increase in the endogenous hydro- 
cortisone, produced by stress, interferes with the 
mechanisms of immunity and resistance. 

Since gamma-globulin contains antibodies 
against many types of microorganisms, it can be 
assumed that this blood fraction also contains 
antibodies against the unknown virus. 

At the Research Laboratories of West Point, 
Pa., 50 patients with recurrent aphthous stoma- 


titis were treated with injections of gamma- - 


globulin (from 3 to 10 ml.) In some patients, a 
single injection obtained improvement or cure; in 
others it was necessary to continue the treatment 
for several weeks. 


813 Renel Road, Norristown, Pa. 


Aphthous ulceration of mouth 


Editorial. Brit.M.J. No. 5053:1099-1100 
Nov. 9, 1957 


The commonest type of buccal ulceration is that 
known as aphthous ulceration or canker sores. 
Characteristically these occur in crops several 
times a year. They appear on the buccal mucous 
membrane opposite the molar teeth and inside the 
lips. Other parts of the mouth, such as the tongue, 
may be affected. They are very painful but usu- 
ally heal in a few days, though in some patients 
_they run a protracted and severe course. In these 
instances they may give rise to prolonged pain 
and scarring. 

A study of 120 patients with aphthous ulcera- 
tion, by Sircus and others (1957), indicates that 
with most patients the lesions first appear be- 
tween the ages of 10 and 30 years. Women ap- 
pear to be more commonly affected than men and 
to have more frequent attacks. They are more 
likely than men to suffer from the disease after 
the age of 50, apparently because many of them 
develop the condition when they are in the meno- 
pause. Attacks may be produced by local trauma 
or irritation, but mental stress was the outstand- 
ing precipitant observed. Although the authors 
found a strong association between mental stress 
and the onset and fluctuations of symptoms, they 
regard psychological factors as no more than the 
main aggravating or precipitating agent and not 
the cause of the disease. 
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Many authors regard canker sores as being 
commonly due to sensitivity to an allergen. 
Among the suspected sources of the allergen are 
nuts, chocolate, citric acid, acetic acid, tartaric 
acid and lactic acid. If some of the examples of 
recurrent aphthous ulceration are allergic in na- 
ture, this does not discount the importance of 
emotional stress as a precipitating factor. 

No universally effective remedy for aphthous 
ulceration has yet been found. Although Hillman 
(1956) and Morton (1957) claimed excellent re- 
sults from treating aphthous ulcers of the mouth 
by the direct application of hydrocortisone oint- 
ment, Fisher (1955) found that five of eight pa- 
tients received no relief from this treatment. 

British Medical Association, Tavistock Square, 
London, W.C.1, England 


Possible influence of dental foci 
of infection on the organ of vision 


K. Skalska and M. Wachowiak. Czas.stomat. 
10:579-609 Oct. 1957 


Because of the proximity of the eyes to the mouth 
and a possible spread of focal infection from the 
region of the teeth to other parts of the head, 
several authors have considered dental foci of in- 
fection to be causative factors in the development 
of infections of the eyes. 

To establish whether a relation exists between 
infectious diseases of the eyes and dental foci of 
infection, 2,000 patients with eye diseases were 
studied. In 1,000 patients with eye diseases not 
associated with pathogenic microorganisms, the 
presence of dental foci of infection was estab- 
lished approximately as often as in another 1,000 
patients with infectious diseases of the eyes. 
There were no symptoms or visible inflammation 
in other regions of the body. 

Failure to locate and eliminate dental foci of 
infection may result in failure in treatment and 
will throw doubt on the original etiologic diag- 
nosis. The removal of all minor and symptomless 
dental foci of infection by indiscriminate extrac- 
tion of all nonvital teeth or of vital teeth in which 
periapical foci of infection are suspected is by no 
means a panacea for endogenous, especially ocu- 

Jar, diseases. 
Al. Powstancow 72, Szczucin, Poland 
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Individually constructed 
protective mouthpieces made of 
a new silicone plastic 


Peter Freyberger. Deut.Zahndrztebl. 11:833-836 
Dec. 8, 1957 


More than 50 per cent of the accidents occurring 
in contact sports such as boxing, hockey, football 
and soccer cause severe injuries to the mouth, 
lips, teeth and jaws. 

The lack of adequate mouth protection for 
players engaged in these sports is probably due 
to the difficulty encountered in constructing 
ready-made mouth guards which fit and protect 
properly the oral region and also the relatively 
high cost of individually constructed mouth- 
pieces. 

Protective mouthpieces must shield adequately 
the soft tissues as well as the hard tissues. Trau- 
matic effects of blows, clashes or falls, are usually 
received by the lower jaw and are transmitted by 
the condyles to the base of the brain, causing the 
type of shock commonly known as “knockout.” 
The main external impact, however, is received 
by the upper and lower anterior teeth, leading to 
tooth loss or chipping and to laceration of facial 
or oral tissues. 

Since the young and inexperienced participants 
in these sports suffer the greatest number of facial 
or oral injuries, they should be fitted with indi- 
vidually constructed protective mouthpieces 
made of a material which offers the greatest re- 
sistance to the impact of force and keeps its 
original softness. 

In the recently introduced silicone elastic com- 
pound “Stabilon,” Austrian dentistry has found 
the material which satisfies all requirements. 

Stabilon’s elasticity compares favorably with 
that of natural and synthetic rubber. The material 
is completely tasteless and odorless and remains 


unchanged under the influence of foodstuffs, 
saliva, air and water. 

Stabilon is especially suitable because it shows 
no shrinkage and has a great tensile strength. 
Processing is comparatively simple. Stabilon is 
available in its plastic state. Pink-colored sub- 
stance is added in the prescribed quantity to the 
accompanying liquid catalyzer. After the plastic 
paste has been kneaded for 15 minutes, the ma- 
terial sets in an elastic and stable form. Strength- 
ening of Stabilon mouthpieces is achieved by 
adding a specially constructed acrylic plate to the 
base. 

The normal (slightly opened) bite is recorded 
in wax. Alginate impressions are taken, chilled 
and trimmed. The wax model is formed. The ves- 
tibular part of the mouthpiece should reach the 
lower jaw labially to the border of the immovable 
mucous membrane. The upper teeth are com- 
pletely covered. In the lower jaw, the wax should 
cover the teeth buccally to the gingival third of 
the crowns. The anterior teeth of both jaws, in- 
cluding the cuspids, form a biting groove. The 
mouthpiece extends posteriorly to the hard palate 
and rests on the surfaces of the molars. 

The carefully prepared model is embedded 
but only the upper half of a flask should be used. 
It is filled with a stone mixture which is vibrated 
into the wax impression of the upper teeth. 

The material is prepared in the prescribed man- 
ner, packed as is acrylic resin in denture con- 
struction, and curéd in boiling water for two 
hours. The flask must be cooled completely be- 
fore the mouthpiece is removed. Finishing is ac- 
complished in the same manner as for acrylic 
resin dentures, but high polishing is not necessary. 

The design for individually constructed pro- 
tective mouthpieces is the result of many years 
of study and experiment, and the direct result of 
many hundreds of tested mouth guards. 

Austrian sport statistics reveal that injuries to 
the mouth, lips, teeth and jaws, as well as shock 
complications, were greatly reduced when play- 
ers were fitted with Stabilon mouthpieces. 

Members of the dental profession should en- 
courage the general adoption of individually con- 
structed mouthpieces for all high school and 
college athletes. This is one important field in 
which preventive dentistry can achieve immedi- 
ate and substantial success. 

Schiesstattgasse 18, Graz, Austria 


Public health 


Figure 1 Articulated models show 
slightly open mouth position to obtain 
required shock absorption 


Figure 2  Stabilon mouthpiece molded in pink 
wax 
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Figure 3 The flask halves, after curing in boiling water 
and cooling, are ready to receive the silicone material 


Figure 4 Finished soft elastic, individually constructed 
protective Stabilon mouthpiece 
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Investigation of the caries incidence 
in fluoride-rich and fluoride-poor 
communities of the same district 


Walter Hoffmann-Axthelm. Odont.Revy 
8:257-261 July-Sept. 1957 


In 1955, the staff of the Dental School of the 
Humboldt University of Berlin conducted a sur- 
vey to evaluate the effect of the fluoride-rich 
drinking water of Berggiesshiibel, Saxonia, on the 


development and condition of the dentition in 


preschool and school children. 

The drinking water of Berggiesshiibel contains 
a natural fluoride concentration of 2.20 ppm. The 
incidence of dental caries in this town is 20 per 
cent below that of Berlin-Mitte, which has drink- 
ing water with a fluoride content of 0.24 ppm. 

The previous investigation dealt principally 
with the following factors: (1) incidence of den- 
tal fluorosis; (2) caries-preventive effect of in- 
gested water naturally rich in fluoride, and (3) 
possible harmful effect of fluoride intake on the 
whole organism. 

A preliminary report was published in 1956. 
The so-called “Spira’s syndrome” (unfavorable 
effect of fluoride intake on the framework of the 
body, the thyroid and other glands, the kidneys, 
the blood count and the epidermis) was not ob- 
served. 

In 1957, an additional investigation was car- 
ried out to compare the previously obtained sta- 


Table—Caries incidence in fluoride-rich and fluoride- 
poor communities of same district 


Community F Ca Mg def DMF 
, ppm ppm ppm | per 100 children 
Berggiesshiibel 1—2.2 31.4 11.4 126 146 
Zehista 1.08 44.2 12.0 193 216 
Weesenstein 0.92 73.8 19.3 134 165 
Grossrohrsdorf 0.80 103.1 27.0 141 177 
Burkhardswalde 0.72 24.1 12.0 166 264 
Gottleuba 0.70 35.0 12.5 159 154 
Krebs 0.40 166.6 31.2 138 115 
Dohma 0.24 44.4 8.6 216 392 
Oehlsen 0.08 32.9 9.0 296 284 


tistical data from fluoride-rich Berggiesshiibel 
with data compiled in the fluoride-poor or 
fluoride-free communities of Sehista, Weesen- 
stein, Grossréhrsdorf, Burkhardsweise, Gottleuba, 
Krebs, Dohma and Oehlsen, all located in the 
same district of Saxonia. 

These studies were based on the epidemiologic 
evaluation of the results of serial examinations 


conducted by physicians, dentists and public 
health officers. All preschool and school children 
residing in these eight communities were exam- 
ined thoroughly. The customary indexes, def and 
DMF, were used. 

The established difference in the incidence of 
caries between fluoride-rich and fluoride-poor (or 
fluoride-free) communities suggests not only the 
caries-reducing effect of the element fluorine but 
a possible caries-reducing effect of the two other 
elements, calcium and magnesium, which are 
present in the drinking water. 

Invalidenstrasse 87/89, Berlin N 4, Germany 


Dental manpower and the public's health: 
the role of the state health agency 


Wesley O. Young. Am.].Pub.Health 48:46-50 
Jan. 1958 


The basic objective of public dental health pro- 
grams is to improve the oral health of the public 
through organized community activities. With 
the exception of water fluoridation, however, al- 
most every effective method for improving dental 
health depends on the availability of dentists or 
dental hygienists. Raising the level of oral health, 
therefore, requires both an increase in the supply 
of dental personnel and the greater utilization of 
the available resources. 

The responsibility for providing an adequate 
supply of dentists and dental hygienists does not 
rest solely with the state health agency, but is 
shared, within the state, by the educational in- 
stitutions, the dental profession, the state ad- 
ministration and legislature, and the public. 

In 1952 an analysis of dental manpower prob- 
lems was conducted by the dental division of the 
Idaho State Health Department and the public 
health committee of the Idaho State Dental As- 
sociation. This study showed a pronounced short- 
age of dentists, an uneven distribution of dentists 
that left sparsely populated areas inadequately 
supplied with personnel, and not one dental 
hygienist in the entire state. 

Idaho is a member of the Western Interstate 
Commission for Higher Education which, in its 
1956 study of dental manpower requirements in 
the 11 western states, proposed, among other 
things, that a dental school be built at the Univer- 
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sity of Colorado to train students from Colorado, 
New Mexico, Wyoming and Idaho. 

An appropriation has been secured from the 
Idaho Legislature to send Idaho students to 
dental schools in other states through a student 
exchange program. The dental division of the 
Idaho State Health Department has worked with 
the State Board of Dental Examiners and repre- 
sentatives of local dental supply companies to 
encourage dentists to locate in smaller commu- 
nities which are without dental service. To in- 
crease the supply of dental hygienists in the state, 
the State Dental Society has established scholar- 
ships for dental hygiene students, and the dental 
division has conducted a recruiting program in 
high schools and colleges throughout the state. 

In 1957 a second dental manpower survey 
showed that the number of Idaho dentists in 
active practice had risen from 206 in 1952 to 256 
in 1957, and that the number of Idaho’s 44 coun- 
ties without a dentist had dropped from seven to 
three. Whereas there were no dental hygienists 
in the state in 1952, six were practicing in 1957. 
Conferences are being held to outline plans for 
a school in Idaho which would offer both cer- 
tificate and degree programs in dental hygiene. 

Although the problems of dental manpower 
supply cannot be solved easily, it is imperative 
that the state health agency take an active role in 
manpower programs. 

Division of Dental Health, State Board of 
Health, Boise, Idaho 


DMF in permanent teeth 

and generalized periodontal disease 
amongst Indian male children 

and their correlation 


M. K. Sanjana, F. S. Mehta, R. H. Doctor 
and B. C. Shroff. J.All India D.A. 29:183-189 
Sept. 1957 


Clinical observation has led many to believe that 
conditions which tend to favor the spread of den- 
tal decay tend to retard periodontal disease, and 
vice versa. A study was carried out to prove or 
disprove the contention. 

In Bombay, 1,635 schoolboys between the ages 
of 12 to 16 years were examined; 809 were from 
higher income groups, 826 from lower income 
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groups. In almost all boys the central segments of 
the mouth were comparatively unaffected by 
tooth decay. The lower posterior segments were 
more frequently affected by decay than the cor- 
responding upper segments. An overwhelming 
percentage of the boys suffered from periodontal 
disease, all segments of the mouth being affected 
to the same extent. 

Statistical analysis by the chi square test 
showed no relationship between the incidence of 
periodontal disease and the incidence of DMF 
among boys in the higher income group. In the 
lower income group, however, a definite signifi- 
cant relationship was obtained by the chi square 
test. 

Chi square analysis of the data from the com- 
bined higher and lower income groups showed 
no significant difference at the 5 per cent level, 
indicating that generalized periodontal disease 
and tooth decay are independent. 

232 Navroji Road, Bombay, India 


Dental services 
in the People’s Republic of Bulgaria 


G. Golubov. Internat.D.]. 7:481-483 Sept. 1957 


In 1944 there were about 7,000,000 people 
served by 700 dentists in Bulgaria. Only 64 den- 
tists were functioning in the Social Insurance 
Fund; other dentists were in private practice. 
After the establishment of the new government in 
1944, medical and dental care became a responsi- 
bility of the state. The Ministry of Health drew 
up a plan designed to provide, by 1957, a state 
dental clinic for each 1,500 pupils between the 
ages of 7 and 17 years; a dental clinic for every 
1,000 to 1,500 production workers in the same 
enterprise; a dental clinic for every 4,000 to 5,000 
urban residents not engaged in productive work; 
a dental clinic for every 5,000 to 6,000 inhabit- 
ants in rural areas; a dental surgery for every 200 
hospital beds, and a few dental surgeries for con- 
valescent homes at spas, health resorts and sana- 
toriums. By the end of 1955, 80 to 95 per cent 
of the goals had been achieved. The number of 
state dental surgeries had increased to more than 
2,000. At present there is one dentist in state 
service for every 3,000 inhabitants. Only 180 
rural surgeries lack the necessary personnel. 
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The 700 dentists practicing in 1944 had 
studied mostly in Germany, France or Turkey. 
A new dental faculty was created, and each year 
from 180 to 200 dentists are graduated. Each 
newly graduated dentist is obliged to work in the 
state service for three years. Until 1951 the dental 
course was four years; since then the course has 
been extended to five years. In 1951 the govern- 
ment passed an ordinance providing free medical 
and dental care for the whole Bulgarian popula- 
tion. Prosthetic appliances, however, have to be 
paid for according to the value of the materials 
used in their construction and the work of the 
dental technician. 

Efforts are made to preserve the teeth of grow- 
ing children. Pupils between the ages of 7 and 
17 receive compulsory prophylactic examinations 
twice a year, and necessary dental treatment. 
About 85 per cent of urban school children and 
about 70 per cent of those in the villages receive 
this service. Most school children receive topical 
applications of fluoride paste by the method of 
Loukomsky. Naturally fluoridated water is widely 
used. 

Most dental surgeries do not have modern 
equipment and instruments, but it is hoped to 
remedy this situation. Further aims include the 
following: to increase the number of prosthodon- 
tists and dental technicians paid by the state; to 
provide beds for the 13 area dental polyclinics; 
to develop a network of pedodontists; to increase 
the number of dental clinics, and to train dental 
specialists in the fields of dental therapeutics, 
oral surgery and orthodontics. 

37 Wagenstraat, The Hague, Holland 


Dietary protein and dental caries 
F. J. McClure. Nutrit.News 21:3 Feb. 1958 


Minimum consideration has been given to the 
possibility that the kind and amount of dietary 
protein may influence the susceptibility of teeth 
to development of dental caries. 

Recent laboratory experiments producing den- 
tal caries in rats suggest that total protein intake 
and a deficiency of a single amino acid (lysine) 
in the diet may affect susceptibility to dental 
caries. It has been shown that diets containing 
special heat-treated skim milk powders were 


deficient in lysine, and became responsible for 
a high incidence of severe caries in white rats. 
This caries incidence was significantly reduced 
by a dietary supplement of lysine. 

When the rat’s oral cavity was bypassed and 
lysine was given by stomach tube and by in- 
traperitoneal injection, the incidence of dental 
caries was reduced. There was no detectable in- 
crease in the lysine in the rat’s saliva. This ex- 
periment supports the theory that this added 
lysine acts through extraoral systemic channels 
to decrease the rate of caries development. 

Several reports attest to the importance of 
lysine in the calcification process. 

Certain raw cereals—wheat, corn, oats and 
millet, or foods prepared from these cereals— 
when present in large quantities in experimental 
rat diets, have caused a high incidence of severe 
caries. A lysine supplement corrected the caries 
to some extent, but there seemed to be other 
factors involved in the production of caries by 
the cereal diets. 

National Institute of Dental Research, Be- 
thesda, Md. 


Effect of topically applied fluorides on 
enamel as observed in polarized light 


Einar Hals. Odont.Revy 8:279-287 No. 3, 1957 


Various explanations have been offered for the 
mechanism by which topically applied fluorides, 
reduce the incidence of caries. Fluorine may (1) 
lead to a decreased acid formation on the tooth 
surface, (2) act through the saliva, or (3) cause 
an increased resistance of the tooth surface. The 
third assumption is most generally accepted. 

A method is proposed to evaluate the acid 
resistance established in vitro after the chemical 
treatment of enamel surfaces. The buccal areas of 
newly-erupted bicuspids which had been ex- 
tracted for orthodontic reasons from children 11 
to 14 years old were divided into two halves. One 
half of each tooth was treated for ten minutes 
with a solution containing either sodium fluoride 
(pH 6.8), stannous or stannic chloride, and 
sodium fluoride (mainly pH 2.8), or ferrous chlo- 
ride, ferric chloride and sodium fluoride (mainly 
pH 2.8). The other half of the area was used as 
a control. After the application the teeth were 


placed in fresh saliva for one hour and incubated 
for from 18 to 24 hours at 37° C. in saliva con- 
taining 10 per cent sucrose. Ground sections then 
were prepared and examined in polarized light. 

The degree of demineralization of the experi- 
mental areas was evaluated by registering the 
appearance of outer or inner spots. The action of 
the chemical treatment was determined by com- 
paring the treated and untreated halves. The re- 
sults of 279 experiments showed that sodium 
fluoride offered some increase in the acid resist- 
ance, tin fluoride had a more pronounced effect, 
and iron fluoride a still better one. 

The experiments are still in progress, and in- 
creased material may be expected to answer the 
question of the caries-reducing effect of the fluo- 
ride solutions concerned. 

Norwegian Institute of Dental Research, Oslo, 
Norway 


The dental caries problem 
John Haldi. Nutrit.News 21:1 Feb. 1958 


The clinical experience of dentists has led them to 
believe that high consumption of carbohydrate 
foods, particularly sugar, is one of the causative 
factors of caries. Only a few experiments have 
been made in which the relation between caries 
activity and sugar consumption has been investi- 
gated in people under well-controlled conditions. 
Reports of different studies are contradictory. 
One of the best controlled studies, conducted 
over a five year period in a hospital for mentally 
retarded patients in Sweden, revealed that the 
physical form in which sugar is eaten is more 
important than the total amount consumed. 

. One group of patients was given 300 Gm. of 
sugar in solution daily with their meals for two 
years. Sugar consumption amounted to slightly 
more than 200 pounds per year over and above 
the sugar in the basal diet of typical Swedish 
foods. These patients had an average of 0.67 
tooth surface that became carious per person per 
year, as compared with 0.30 tooth surface for 
the patients on the basal control diet. This is an 
extremely low rate of increase in the incidence 
of new carious lesions. Patients given about the 
same amount of sugar per day, but allowed to 
eat a large portion between meals in a sticky 
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form, that adhered to the teeth, had an average 
of four new carious surfaces per person per year. 
Similar observations have been made in animal 
experiments. 

Recent animal experiments have shown that 
the cariogenicity of diets is not entirely predict- 
able on the basis of their sugar content. Natural 
diets, containing 17 per cent sucrose and re- 
sembling the average human diet, were found to 
be more cariogenic than a synthetic diet con- 
taining a large amount of sucrose, namely, 67 per 
cent. In other experiments two synthetic diets 
each containing 64 per cent sucrose were found 
to be noticeably different in cariogenic properties. 
This difference in cariogenicity may have been 
due partly to a difference in the composition of 
the salt mixtures added to the two diets. These 
investigations and many others emphasize the 
complexity of the dental caries problem. 

Within the limitations of present knowledge, 
dental health is fostered by: eating a well- 
balanced diet, with restriction of “sticky” sweets, 
especially between meals; brushing the teeth 
properly after eating, or at least rinsing the 
mouth with water; fluoridation of the community 
water supply or the topical application of fluoride 
to the teeth if fluoridation is not possible, and 
regular visits to the dentist. 

Emory University, 106 Forrest Avenue, N.E., 
Atlanta, Ga. 


Dental survey of state school children 
in New South Wales: 
January, 1954-June, 1955 


P. B. Barnard. Nat.Health & M.Res.Council 
of Australia 1957 


The results of a dental survey of 6,787 school chil- 
dren in New South Wales, ranging in age from 6 
to 15 years, are reported. 

Caries of the permanent teeth was present in 
89.7 per cent of the children, and of the perma- 
nent or deciduous teeth in 98.5 per cent. The 
mean number of DMF teeth per child was found 
to be 6.6. 

The oral hygiene of the majority (70 per cent) 
of the children was classed as “fair” and that of a 
minority (12 per cent) as “bad.” 

Gingival inflammation was observed in about 
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75 per cent of the children. The condition was 
sufficiently advanced in 15 per cent to require 
treatment. 

Malocclusion of some degree was observed in 
about 80 per cent of the children. 

Hypoplasia or hypocalcification of the enamel 
was observed in nearly 30 per cent of the chil- 
dren. 

Of 20 water samples analyzed, 15 had a fluor- 
ide content within the range of 0.0 to 0.1 ppm; 
three others, within a range of 0.1 to 0.3 ppm; 
one of 0.9 ppm and the well supply of one family 
at Hay, 4.0 ppm. 

The results indicate the need for: (1) more 
intensive health education of the child and the 
parents, including instruction in nutrition and 
dietetic habits; (2) greater facilities for dental 
treatment; (3) institution of the practice of fluori- 
dation, and (4) dental research. 

Institute of Dental Research, United Dental 
Hospital of Sydney, Sydney, Australia 


Potentiation of smooth surface caries 
by sodium dehydroacetate variously 
administered to the white rat 


I. Zipkin and F. J. McClure. 
Proc.Soc.Exper.Biol.+ Med. 97:318-320 
Feb. 1958 


In a previous study by the same authors (1957) it 
was reported that dehydroacetic acid (DHA) had 
a pronounced potentiating effect on the incidence 
and severity of smooth surface caries in the white 
rat when incorporated in a cariogenic diet at the 
0.1 per cent level. To extend this finding and to 
evaluate the possible extraoral systemic effect of 
DHA on caries, the compound was administered 
by intubation and intraperitoneal injection as well 
as in the diet and drinking fluid. 

The present findings corroborate the previous 
study, and indicate that DHA also has a pro- 
nounced caries potentiating effect when admin- 
istered by intubation or by intraperitoneal injec- 
tion. It is possible that an extraoral systemic effect 
of DHA may be involved in its caries potentia- 
tion. Although the administration of DHA by 
intubation and injection precludes any direct con- 
tact of the compound with the oral cavity, it is 
apparent that its secretion in the saliva is an im- 


portant consideration. Considerable concentra- 
tions of DHA were found in stimulated rat saliva 
after its administration by diet, by intubation 
and by intraperitoneal injection. The caries po- 
tentiating effect of DHA by these routes may be 
mediated indirectly through its secretion in the 
saliva. It appears that the potentiating effect of 
DHA on smooth surface caries in the rat cannot 
be attributed uinequivocally at this time to an 
extraoral systemic effect. 

National Institute of Dental Research, Be- 
thesda, Md. 


Fluoridation of public water supplies 
and its relation to musculoskeletal diseases 


Charles LeRoy Steinburg, Dwight E. Gardner, 
Frank A. Smith and Harold C. Hodge. 
New England J.Med. 258:322-325 Feb. 13, 1958 


The fluoride concentration in 18 various bone 
samples obtained at autopsy from patients who 
had suffered from various arthritic disorders was 
determined. All of the patients had ingested fluor- 
idated water for a period ranging from three years 
five months to four years seven months. Also de- 
termined was the fluoride content in 15 various 
bone samples of 11 patients with different forms 
of arthritis and two patients who did not have 
arthritis; these 13 patients were residents of areas 
which had no fluoridated water supplies. The 
fluoride concentration value in bone of patients 
from the fluoridated and nonfluoridated areas was 
not different statistically. 

None of the roentgenograms of the lumbar 
vertebras of the patients showed any of the stig- 
mas of fluorosis. There was no relation between 
various forms of arthritis and the ingestion of 
fluoridated water. 

It has been estimated that at the age of 70 years 
a person drinking one quart of water per day 
containing 1 ppm of fluoride would have in his 
skeleton not over 3,000 or 4,000 ppm of fluoride 
as compared with the average 1,500 ppm. Even 
if all the 1 mg. of extra fluoride taken per day 
were deposited, such a person would have in- 
creased the skeletal fluoride only to about 6,000 
ppm in 50 years. Even this concentration should 
have no untoward effects. 

Rochester General Hospital, Rochester, N.Y. 


The dental health programme 
of the World Health Organization 


Carl L. Sebelius. Bul.Am.A.Pub.Health Den. 
17:9-11 Nov. 1957 


The World Health Organization is the official co- 
ordinating agency in the field of international 
health. Its policy making and regulatory functions 
are vested in the Health Assembly made up of 
delegates from the 88 member states. The execu- 
tive board of 18 persons is designated by member 
states determined by the Health Assembly. The 
executive board interprets policy and scrutinizes 
programs and budgets. The director-general, as- 
sisted by his secretariat at Geneva headquarters, 
is responsible for preparing proposals and budget 
estimates, and carrying out the policies and work 
programs established by the Health Assembly. 

A large part of the responsibility for carrying 
out programs, however, rests with the six regional 
offices in Africa, the Americas, Eastern Mediter- 
ranean, Europe, Southeast Asia and the Western 
Pacific. One regional office, the Americas, has a 
full-time dental consultant. Regional committees, 
composed of representatives of member states and 
associate members within the region, formulate 
regional policies. The regional committees meet 
each September. The Fédération Dentaire Inter- 
nationale helped to establish a full-time dental 
health officer at Geneva. 

Philip E. Blackerby, Jr., and Guttorm Toverud 
served as short-term consultants to WHO, prior 
to the appointment in June 1955 of the first dental 
health officer, John W. Knutson, chief dental 
officer and assistant surgeon general of the U.S. 
Public Health Service. Dr. Knutson prepared a 
manuscript suggesting the framework for WHO’s 
dental health program. An expert advisory panel 
on dental health now includes 50 members from 
33 countries. 

WHO’s dental health program is aimed at im- 
proving dental health throughout the world. An 
expert committee on the public health aspects of 
water fluoridation met in August 1957. A joint 
project on the epidemiology of periodontal dis- 
ease in India was carried out in the summer of 
1957. A study on dental health services for chil- 
dren is scheduled to be conducted by the Euro- 
pean office of WHO during the early part of 1958. 
Also in 1958 it is planned to establish an expert 
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committee on the uses of auxiliary dental per- 
sonnel, to continue the study on the epidemiology 
of periodontal disease, and to conduct a study on 
nutritional factors related to dental diseases. 

A few opportunities exist for well-qualified 
public health dentists to serve as short-term con- 
sultants. Interested dentists should apply to 
WHO. 

World Health Organization, Geneva, Switzer- 
land 


In vitro studies on effect of furfural, 
hydroxymethylfurfural and tobacco smoke 
on demineralized and noncarious 

human teeth 


Samuel Dreizen, Jo G. Dreizen, Charles N. 
Spirakis and Tom D. Spies. J.A.D.A. 50:340-343 
March 1958 


The yellow-brown pigment associated with hu- 
man dental caries was produced experimentally 
in 1949, and its chemical composition was found 
to be similar to, if not identical with, that recov- 
ered from carious teeth. Recently, the depart- 
ment of nutrition and metabolism at the North- 
western University Medical School has conducted 
studies to determine whether selected chemical 
decomposition products of carbohydrates formed 
during the baking and boiling of foods and dur- 
ing the burning of tobacco condense with the 
proteins of teeth to yield melanoidins. The sub- 
stances tested were furfural, hydroxymethylfur- 
fural and tobacco smoke. Tests were made on 36 
extracted noncarious human teeth. 

The studies showed that demineralized human 
tooth crowns undergo “browning” in the pres- 
ence of furfural, hydroxymethylfurfural and to- 
bacco smoke, in contrast to undemineralized 
crowns which are not permanently discolored by 
treatment under identical experimental condi- 
tions. The browning results from a condensation 
between furfural or hydroxymethylfurfural and 
the proteins exposed by demineralization of tooth 
structure. 

The pigment thus formed appears identical 
with the yellow-brown pigment which character- 
izes caries lesions in human teeth. 

Northwestern University Medical School, Chi- 
cago, Ill. 
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Preoperative view showing local tissue recession 


Frenum reduction as a treatment 
for periodontal atrophy 


Kenneth C. Bork and John E. Weiler. 
Oral Surg.,Oral Med.& Oral Path. 11:370-375 
April 1958 


A labial frenum with a single or bifid insert placed 
abnormally high in the labial and interproximal 
gingiva is a primary factor in causing the gingival 
tissues to resorb, thus partially or almost com- 
pletely exposing the labial root surfaces. The 
teeth may become mobile. The sustained insult to 
the gingival tissues, combined with the decreased 
depth of the sulcus, prevent adequate oral hy- 
giene of the region. Subsequently, gingival irrita- 
tion, inflammation and recession occur, creating 
deep periodontal pockets which tend to be pro- 
gressive. Usually, subgingival and supragingival 
calculus is evident. 

In a period of eight months, the condition was 
observed in 5 per cent of all dental patients seen 
by the authors. The condition occurs in all age 
groups, the greatest incidence occurring between 
the ages of 18 and 30 years. 

A described technic was used successfully to 
treat 75 patients. Prior to the operation, the teeth 


are scaled and polished. Residual infection, if 
present, is treated with antibiotics and a suitable 
mouthwash. Local anesthesia is preferred. If 
necessary, the patient may be premedicated with 
meperidine hydrochloride or secobarbital sodium. 
Hemorrhage may be controlled by a gauze pack 
under pressure; if necessary, the gauze may be 
saturated with epinephrine, 1:10,000. The anes- 
thetic may be administered by bilateral mental 
injections or by infiltration. About 1 cc. of anes- 
thetic is adequate. If a periodontal pocket is pres- 
ent, a gingivectomy should be performed first and 
the pocket eradicated and physiologic contour 
restored. 

A scalpel with a no. 15 Bard-Parker blade is 
used to make an incision, beginning at the distal 


Immediately after operation 


side of the cuspid at a point 2 to 3 mm. inferior 
to the most resorbed area and extending at the 
same level to the distal surface of the cuspid on 
the opposite side. The periosteum should not be 
incised. By means of blunt dissection with a peri- 
osteal elevator, the frenum is stripped from its at- 
tachment and repositioned at a more physiolog- 
ically advantageous position, which should be 
about 5 to 10 mm. inferior to the original inser- 
tion. ; 

The. area is packed with 2 by 2 inch gauge 
sponges, with or without epinephrine, to accom- 
plish hemostasis. Then sutures may be placed op- 
tionally, by passing the needle through 3 or 4 mm. 
of the resected tissue and suturing this tissue to 
the periosteum in two or three places. A periodon- 
tal pack is prepared to a doughlike consistency 
and shaped to conform to the new contour of the 
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mucobuccal fold. The fold should extend the 
length of the incision and cover enough of the 
crowns of the anterior teeth to insure retention in 
the interproximal spaces. 

The patient is given written postoperative in- 
structions. Ice should be applied to the area for 
15 of each 30 minutes for the first three hours, to 
control swelling. No heavy labor should be per- 
formed for 24 hours. One-half grain (30 mg.) of 
codeine may be taken every four hours if needed 
for pain; however, few patients require a narcotic 
and get along well with an analgesic. No coarse 
foods should be eaten. Good oral hygiene must be 
maintained. 

On the third postoperative day the patient is 
seen, the dressing is removed, the area is cleansed 


Three days postoperatively 


Seventeen days postoperatively 


with 3 per cent hydrogen peroxide on a swab and 
rinsed with physiologic saline solution, and a fresh 
dressing applied. Seven days later (ten days 
postoperatively), the dressing is removed and 
the area cleansed as before, dried, and benzoin 
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tincture applied. A fresh dressing is applied. On 
the third postoperative visit seven days later, the 
area is again cleansed. The teeth are polished and 
the patient is instructed on how to maintain satis- 
factory oral hygiene. At this time, healing is com- 
pleted; as a rule, no dressing need be applied. 

Generally, the patient experiences little pain 
and only slight swelling. As an adjunct to treat- 
ment, the mandibular anterior teeth may be 
splinted. 

309 Ryerson Avenue, Elgin, Ill. 


Pathogenesis of oral fusospirochetoses 


Ulrich Berger. Fortschr.Kief.Ges.Chir. 
3:314-318, 1957 


The occurrence of oral fusospirochetoses (acute 
fusospirochetal stomatitis, subacute fusospiro- 
chetal stomatitis or acute fusospirochetal tonsil- 
litis) is the result of a combination of various 
causative factors but is always associated with 
the presence of fusiform bacilli and spirochetes 
in the oral cavity. 

At the Dental Clinic of the University of 
Hamburg, serial experiments were carried out 
to ascertain the role played by fusiform bacilli 
and spirochetes in the pathogenesis of the three 
types of oral fusospirochetosis. 

In smear examinations, the microscopic picture 
varied with the acuteness and duration of the 
infection. In the acute phase, smears taken from 
the ulcerated surface during the first three days 
after the onset of the infection, revealed almost 
pure cultures of spirochetes and fusiform bacilli. 
After several days, other oral microorganisms 
such as polymorphonucleated leukocytes, gram- 
positive and gram-negative cocci, Leptotrichia 
and Spirilleae were observed. The fusiform 
bacilli present were of two types, long cigar- 
shaped bacilli and nonmotile, slightly curved 
bacilli. Both were gram-negative and anaerobic. 

It was established that the invasive properties 
of spirochetes, which had been grown in cultures 
taken from patients, were due to the production 
of hyaluronidase by these pathogenic bacteria. 
Strains of fusiform bacilli which have been iso- 
lated and cultured in different media showed 
the ability to promote the growth of spirochetes 
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and to stimulate the hyaluronidase of the in- 
vading spirochetes. 

The findings indicate that there is a symbiotic 
association of fusiform bacilli and spirochetes, 
and that this symbiosis in fact is the main patho- 
genic factor in the three types of oral fuso- 
spirochetosis investigated. 

Martinistrasse 52, Hamburg 20, Germany 


Periodontal principles 
for the general practitioner 


Perry A. Ratcliff. J.California D.A.& 
Nevada D.Soc. 33:385-390 Sept.-Oct. 1957 


The dental profession has yet to meet the re- 
sponsibility of periodontal diseases. Only 9 per 
cent of the persons with periodontal disease are 
aware of their problem. Seven out of each nine 
patients so informed are willing to have treat- 
ment. The profession must increase the under- 
graduate student’s knowledge of periodontal 
disease. 

Normal oral tissues are uniformly pink 
throughout the interproximal papillae, marginal 
gingiva and the attached gingiva. They are firm 
and well stippled. The papillae fill the interprox- 
imal embrasure. The gingival margin is knife- 
edged. There is no suppuration as an exudate 
from the gingival margin, and no bleeding from 
either brushing or gentle probing. The gingival 
sulcus is not more than 2 mm. deep. The teeth 
are firm in their sockets and free from sensitivity 
during normal masticatory function. 

A large percentage of periodontal disease is 
marginal gingivitis, the first phase of periodontal 
breakdown. If left untreated, it gradually but 
certainly leads to ultimate loss of the teeth. 

Periodontitis is that disturbance of the support- 
ing structures in which inflammation has pene- 
trated the attachment apparatus involving the 
periodontal ligament and the alveolar bone. This 
is a clinical problem for practically every patient 
after the age of 40. Periodontitis is characterized 
by magenta discoloration which may extend into 
the attached gingiva. The depth of the crevice is 
beyond the physiologic limit of tolerance and is 
no longer self-cleansing. The gingiva usually is 
tender and will bleed with gentle probing. Often 


a purulent exudate can be expressed from the 
pockets. A high percentage of patients with 
periodontitis can be treated successfully by the 
general practitioner. When the pockets are not 
over 3 to 4 mm. deep, the disease can be con- 
trolled completely by scaling, root planing, curet- 
tage and effective oral hygiene and physiotherapy 
by the patient. 

Unfortunately, no major company producing 
dental record forms prepares a form that is ade- 
quate for a periodontal history. An adequate 
form should provide space to record the chief 
complaint of the patient, pertinent observations 
regarding the oral history, findings during the 
clinical examination, related systemic factors, 
the impressions obtained from a_ nutritional 
history, apparent etiologic factors, and an out- 
line of the treatment plan. Also, space should be 
provided for writing the impression gained dur- 
ing clinical examination. 

The systemic history and the clinical man- 
ifestations determine the therapeutic procedures 
necessary. Both the correction of existing lesions 
and the removal of etiologic factors are essential. 

The patient should be told the diagnosis and 
that treatment should be instituted and he should 
be given an approximation of the time needed to 
complete therapy. An exacting oral hygiene rou- 
tine should be outlined at the initial visit in order 
that there be no misunderstanding of what will 
be expected of the patient. 

After a few weeks of treatment, with good co- 
operation from the patient, the response of the tis- 
sues can be evaluated. Any regions in which the 
gingival sulcus is more than 2 mm. deep usually 
cannot be maintained. Any architectural deformi- 
ties that are residual must be corrected surgically. 
The patient must be so advised. If the dentist is 
not adequately trained to carry out gingivectomy 
or gingivoplasty, he should refer the patient to 
someone so trained. 

The treatment of periodontal disease is a valu- 
able service to the patient. It creates a state of 
health and perpetuates an adequate, functioning 
dentition. The alternative service of extraction 
and dentures is a costly procedure. The hourly 
return to the dentist from periodontal therapy 
should be equal to that of other branches of 
dentistry. 

1998 D Street, San Bernardino, Calif. 


Clinical applications of ultrasonic scaling 


Sol J. Ewen and Paul J. Tascher. New York J.Den. 
28:97-100 March 1958 


An ultrasonic method for removing materia alba, 
mucinous plaques, protein pellicle and supragin- 
gival and subgingival calculus from the teeth of 
patients requiring periodontal therapy is de- 
scribed. 


The teeth are flooded with a buffered 2.5 per ° 


cent solution of sodium hypochlorite directed 
through a nozzle to the periotip of an ultrasonic 
power generator, vibrating about 29,000 times 
per second. In some instances, a 2 per cent solu- 
tion of methylrosaniline chloride (gentian violet) 
is painted over the coronal surfaces of the teeth 
to be scaled and over the surrounding gingiva. 
The stained portions of the teeth are scaled free 
of all visible discolorations, a suction machine 
being used to remove fluids accumulating in the 
mouth. The gingivae are lightly massaged with 
the tip of the handpiece to remove whatever 
stain remains on the gingival surface. All teeth 
are examined with a fine explorer to determine 
the efficacy of these vibrating tool tips. 

The cleansing of crowns and root surfaces is 
aided by ultrasonic scaling. The vibration of the 
metal tip at high frequencies provides the me- 
chanical energy necessary to debride tooth sur- 
faces. Antiseptics applied in solution to such 
tooth surfaces cleanse and bleach out stain and 
bacterial plaques. It is possible to reach the 
depths of most periodontal pockets with this new 
technic, so long as adequate flushing takes place. 
Much investigation is necessary to improve the 
method so that it will be possible to emulate 
hand procedures and possibly to improve on 
them. 

The ultrasonic method of scaling is an adjunct 
to periodontal therapy and not a cure. The ad- 
vantages to the patient of the ultrasonic method 
are comfort, minimal bleeding and ease of accep- 
tance of the technic. The advantages to the den- 
tist are lack of physical strain and comparative 
ease of manipulating the device. 

Six case reports illustrate these advantages. 

44 Grace Avenue, Great Neck, N.Y. 
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Reduction of hamster periodontal disease 
by sodium fluoride 

and sodium monofluorophosphate 

in drinking water 


Emmett R. Costich, John W. Hein, Harold C. 
Hodge and Kanwar L. Shourie. 
J.A.D.A. 55:617-619 Nov. 1957 


The stripped jaws of 56 hamsters (30 females 


. and 26 males) 113 days old that had been 


divided into three littermate groups and raised on 
a caries-producing diet were scored for perio- 
dontal disease using the technic described by 
Costich (1955). Group 1 was the control group 
receiving distilled water, Group 2 received 40 
ppm fluorine as sodium fluoride in distilled water 
and Group 3 received 40 ppm fluorine as sodium 
monofluorophosphate in distilled water. Both 
food and drinking solutions were given ad 
libitum. 

There was a statistically significant decrease in 
the alveolar crest recession in the male animals 
receiving sodium fluoride and sodium mono- 
fluorophosphate. The females received no protec- 
tion. The weight gains for all groups were com- 
parable. 

Three possible factors in the effects of fluoride 
on alveolar bone are as follows: 

1. Since fluoride reduces the solubility of hard 
tissues in acid, the fluoride may reduce the re- 
sorbability of the alveolar bone. 

2. In low concentrations, fluoride inhibits 
enolase; perhaps the fluoride may poison some 
unidentified bacterial enzyme systems that at- 
tack the tissues adjacent to the periodontal 
pocket. 

3. Because the parallel sex difference found 
in regard to the effect of fluoride on caries is 
similar to that found in regard to alveolar crest 
recession, it is suggested that fluorides may in- 
fluence some endocrine system. 

The implication that fluorine ingestion may 
have a preventive influence on periodontal dis- 
ease is of interest. Additional laboratory and 
clinical studies should be made. 

University of Rochester, School of Medicine 
and Dentistry, Rochester, N.Y. 
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Description 
of a successful budget payment plan 


John B. Wilson. J.A.D.A. 56:168-171 Feb. 1958 


The Los Angeles County Dental Society Payment 
Plan was put into operation in October 1950. 
Since that time, more than 70,000 notes totaling 
a little over 18 million dollars have been proc- 
essed. 

A budget payment plan, to be successful, 
should incorporate certain essential features. One 
of these is a simple, proper presentation of the 
plan by the dentist to the patient. The note should 
be explained to the patient, credit information 
should be obtained, the total amount of the note 
should be stated, and the amount of interest to 
be charged should be discussed. The patient 
should be told that he may make payments at 
any branch of the bank that is convenient and 
that he may pay the note in monthly installments, 
taking up to 18 months. Paper work should be 
kept to a minimum for the dentist, the bank, the 
patient and the dental society. The contract be- 
tween the dentist and the bank (and between the 
dental society and the bank) should be short and 
easily understood. ‘ 

The bank should assign one responsible indi- 
vidual in its own institution to coordinate infor- 
mation, policies and instructions throughout its 
branches. 

An essential feature to the dentist is the elim- 
ination of recourse. The Los Angeles plan was 
set up with a loss reserve fund, from which all 
losses from failure of patients to pay the balance 
of their notes are deducted. At the inception of 
the plan, the amount withheld by the bank was 
5 per cent of the face value of each note; a year 
ago, it was reduced to 4 per cent because of the 
good experience with the loss ratio. The dentist 
receives 96 per cent of the value of each note, 
payable in advance. 


Among the basic principles which should be 
adhered to in the operation of a budget payment 
plan are the following: 


1. There should be no charge by the dentist 
for broken appointments. 

2. In instances of uncompleted work, the den- 
tist must refund to the bank the entire amount 
due for the uncompleted services. 

3. The minimum note is $100; the bank cannot 
afford to do paper work for smaller notes. There 
is no maximum amount. 

4. Members dropped from the dental society 
for nonpayment of dues should be dropped im- 
mediately from the payment plan. 

5. Members going into the military service 
should maintain their status in the plan without 
having to pay the entrance fee on returning. 

6. The uncompleted work of a deceased den- 
tist should be paid for by his estate. 

7. The policy of the bank in processing the 
loans should be similar to the procedure followed 
in regard to its own “over-the-counter” loans. The 
patient’s credit should be checked, the amount of 
the loan should not be over 10 per cent of his 
annual salary, and information should be ob- 
tained as to other financial liabilities for which 
he might be obligated. 


A budget payment plan brings to the public 
better dental health care, with a considerable 
saving of time for the dentist because he can plan 
appointments and operations without regard to 
a pay-as-you-go arrangement. 

1427 San Marino Avenue, San Marino, Calif. 


How to manage a busy dental practice 


James F. Plants. Fort.Rev.Chicago D.Soc. 
35:7-11, 17-18, 32 Feb. 1, 1958 


An efficient office for most dentists consists of a 
reception room, business office, retiring room, 
laboratory, darkroom, two operating rooms and a 
private business office. The minimum office per- 
sonnel for an office of this size should be a secre- 
tary and a dental assistant. If a dental hygienist 
is employed, she should have an extra operating 
room and desk space in the business office. It is 
desirable to have the x-ray machine separate 


from all three chairs. 


Practice 


The most important employee is the secretary. 
She should act as receptionist, office manager and 
bookkeeper, and may be used also as an x-ray 
technician. The duties of the second girl are to 
assist at the chair, sterilize instruments, cast in- 
lays, mix filling materials, prepare impression ma- 
terials, and perform other activities of a technical 
nature. Duties must be delegated to each girl. 
Only the dentist must give the orders, and must 
see that each girl does her share of the work. 

If the dental assistant is compelled to work 
late on emergency patients, she should be com- 
pensated at an hourly rate of pay at the end of 
each month for the extra hours worked. 

When a new employee is hired, a thorough 
understanding should be reached as to duties, 
hours, salary, vacation and sick leave. The author 
tells each new employee that, if she requests he 
perform her dental work, she will be charged the 
full fee but that she will receive a $50 credit each 
year on her bill. If she has no work done, she 
will receive $50 from the dentist at the end of 
the year. 

A good bookkeeping system is essential, one 
that is complete but not too complicated. The 
system should provide a record of the money 
taken in, work performed, money spent for run- 
ning the office, the dentist’s drawing account and 
other items. The secretary can handle the details 
of posting from the daily work sheets to the 
patients’ ledger sheets and to cash journals. The 
dentist himself should examine and balance the 
books periodically. A professional business man- 
agement firm can be hired to help with the book- 
keeping, especially with income tax matters. 

The records for each family can be kept in a 
manila folder. A simple card system can be used 
as a cross file, and for sending out statements. 
The card has the name, address, telephone num- 
ber, the amount of the account and the last pay- 
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ment, but no description of the services per- 
formed. The card system eliminates the necessity 
of bringing the folders out of the filing system 
when statements are sent out. 

If the dentist glances at the daily work sheet 
at the end of the day, it will tell him the number 
of patients seen, the work done, the amount 
charged, the amount collected, and the number 
of minutes worked at the chair. This information 
is registered on the work sheet by the girl at 
the desk, except that the information relating to 
fees charged is recorded by the dentist. The next 
day this information is posted on the patients’ 
individual ledger sheets and on a monthly sum- 
mary sheet. 

It is desirable to delegate as much work as pos- 
sible to assistants. 

Although all dentists must grant credit to pa- 
tients, not more than two months’ business should 
be carried on the books. If for 90 days no pay- 
ment has been paid on an account, the card for 
that account should be placed in a separate file 
and given special treatment. A short personal 
letter requesting payment will bring the best re- 
sults; if payment is not forthcoming, it should be 
followed up with another letter or a phone call 
from the dentist’s secretary. 

A good recall system is appreciated by pa- 
tients and holds a practice together. A card sys- 
tem works best. It should function so that no 
patient is overlooked or forgotten. 

Although it may be difficult during the first six 
months or a year to accustom patients to a dental 
hygienist in the office, most patients become 
pleased with the arrangement. The dental hygi- 
enist handles the recall system, does practically all 
the prophylactic work and the roentgenograms, 
and makes it possible for the dentist to do much 
more productive work. 

1580 Sherman Avenue, Evanston, Ill. 
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Evolution of molar patterns 
in herbivorous animals 
compared with that in man 


C. A. W. Korenhof. Tschr.tandheelk. 63:747-769 
Nov. 1957 


A phylogenic (ontogenic) similarity exists be- 
tween the morphologically diverging molar pat- 
terns in different species of mammals. The denti- 
tion in Carnivora, Omnivora and Insectivora, 
phylogenetically studied, shows a specific devel- 
opmental course which can be traced to the 
primitive, evolutionary phase in which a common 
basic molar pattern existed. From this original 
molar pattern, every animal group, including 
man, gradually developed its own variation. 

The evolution of dentition, particularly the de- 
velopment of the patterns in molars, which can 
be observed in recent species of Herbivora, can 
be compared with that in all species of Omnivora 
and, therefore, with that in man. 

In the horse species of the Eocene period, 
Eohippus and Orohippus, the molar patterns 
show a certain similarity to the human molar 
pattern. This can be demonstrated by observa- 
tion of molars in the earliest species of Equidea of 
the Eocene period of North America. In the upper 
molars of these horse species, the quadritubercu- 
lar molar pattern existed which resembles the 
four cusps in human molars. Only the more pro- 
nounced cingulum formation and the beginning 
development of additional tubercles, which are 
derived from the cingulum and appear at the base 
of the trigone, exhibit significant differences. 
These additional tubercles developed at a later 
period and changed the original quadritubercular 
pattern to the present pattern in which the molar 
crowns show the form of ridges or crests (lopho- 
dont). In later horse species, as in the recent 
horse, this evolutionary process resulted in a 
totally different molar pattern. 

In the pattern of the lower molars, a similar 
evolutionary change took place. In the horse 
species of the Eocene period, the original talonid 


and trigonid molar patterns resemble in form 
those in recent man. Although in the lower horse 
molars this similarity does not appear to be as 
close as in the upper molars, in the talonid and 
trigonid parts it is still observable. The mesio- 
buccal cusp (paraconid) had disappeared gradu- 
ally because of the growing of the distolingual 
cusp (hypocone) in the upper molars. Almost 
identical cusps in the lower molars of these early 
horse species existed as can be observed in human 
molars. 

In Moeritherium, a genus of the primitive pro- 
boscidean mammals of the Upper Eocene and 
Oligocene periods of North Africa, the original 
molar pattern existed which is determinable in 
spite of lophodont variations. The cingulum, how- 
ever, was almost detached, and provided the 
form for the later evolutionary specialization in 
the patterns of molars and premolars. 

In the upper molars of Dinotherium, a genus of 
extinct proboscidean mammals of the Miocene 
and Pliocene periods of Asia and Europe, some of 
them far larger than recent elephants, the two 
buccolingual cristae showed similarity to the 
original molar pattern. This form of molar de- 
velopment, probably resulting from the herbi- 
vorous diet, showed a characteristic connection 
between the cusps (trigone and hypocone) which 
already existed in the original molar pattern. The 
beginning of the development of an active cin- 
gulum, distally from the primary cusps, can be 
observed. Younger animals of this elephant 
species have molars which show a crest formation 
almost identical with the original pattern. 

In molars of the mammoth, only the first molars 
were morphologically similar to the four-cusp for- 
mation of the original pattern and exhibited the 
same two crests. 

The evolutionary development of the molar 
pattern in species of recent elephant is mainly 
produced by the cingulum. Hardly any trace of 
resemblance exists between the elephant and the 
human molar patterns. 

In contrast to the evolutionary development of 
the molar pattern in horses and elephant species, 
in the human molar pattern the cingulum plays a 
comparatively unimportant role. Only the oc- 
clusal molar pattern in man shows a similarity to 
that of the basic molar pattern. 

Oude Gracht 320, Utrecht, The Netherlands 
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A new local anesthetic: Scandicain 


Gerd Griesser. Deut.med.Wschr. 82:2071-2073 
Dec. 6, 1957 


Although recent advances in chemotherapy have 
produced many new chemical and pharmacologic 
agents, the search for an “ideal” local anesthetic 
continues. 

Some of the recently developed synthetic com- 
pounds meet the requirements of medical and 
dental practice better than morphine and pro- 
caine which, for more than half a century, have 
been the standard local anesthetics. 

The large number of local anesthetics now 
available and the numerous suggested combina- 
tions of these agents with other anesthetics or 
vasoconstrictors necessitate a critical review of all 
new drugs and drug combinations suggested for 
use in dental and medical anesthesia. 

Besides procaine hydrochloride (Novocain) 
and lidocaine hydrochloride (Xylocaine), a group 
of chemically related compounds have been intro- 
duced based on the following structural formula: 


cH, CH——C—NH—R, 


N 
R, 

The structural formula of a new local anesthe- 
tic, Scandicain, produced in Sweden, is as follows: 


cH, 
cH, cH, 
cH, CH—-C—NH 
N cH, 


At the Surgical Clinic of the University of 
Tiibingen, Germany, after satisfactory animal ex- 
periments, Scandicain was used as local anes- 
thetic in 791 patients during a routine period of 
three months. No attempt was made to classify 
either the patients or the surgical interventions. 
All patients received customary preoperative 
medication and routine local anesthetic technics 
were utilized. 

The following conclusions were reached: 


1. Induction time. Scandicain was found su- 
perior to any of the modern local anesthetics be- 
cause with the new drug, anesthesia was almost 
instantaneous. Regional anesthesia was obtained 
in from one to three minutes. 


2. Depth of anesthesia. Profound anesthesia 
was obtained with Scandicain in every instance. 
Not once in this series did a patient experience a 
sensation of pain. 


3. Duration of anesthesia. With the use of 
Scandicain, the longest duration of anesthesia was 
approximately one hour. In none of the patients 
was a subsequent injection required. No instance 
of an excessively long anesthesia, with its con- 
comitant discomfort to the patient, was observed. 


4. Return of normal sensation. Scandicain 
showed a pronounced advantage because the 
onset of anesthesia was rapid and normal sensa- 
tion quickly returned. 


5. Systemic reactions. The incidence of side 
effects was extremely low. This is significant be- 
cause many of the patients had histories of syn- 
cope every ,time another local anesthetic had been 
used. 


6. Postoperative pain. Severe pain, experi- 
enced postoperatively, did not occur in this series 
despite the fact that postoperative pain far in ex- 
cess of the normally expected sensitivity played a 
major part in the previous history of the majority 
of patients. 

Chirurgische Universitdtsklinik, Tiibingen, 
Germany 
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Sterilization in local anesthesia 


I. B. Bender. Am.D.Soc.Anesthes.Newsmonthly 
4:7-10 Dec. 1957 


With the continuing advances in local anesthesia 
in dentistry, sterilization of the injection site and 
the region of operation becomes an important 
consideration for the dentist. Sterilization has not 
been emphasized or appreciated because of the 
efficient defense mechanisms of the body. Never- 
theless, basic bacteriologic principles should be 
observed in order to prevent systemic complica- 
tions and infections. 

The mechanical drying of the injection area 
may be a more efficient method than the applica- 
tion of an antibacterial agent, especially if the 
time factor is considered. 

The most efficient method for sterilizing the 
mucosa for injection or aspiration biopsy is as 
follows: 

1. The hands are washed and the nails and 
fingers are scrubbed. 

2. The mucous membrane at the site of punc- 
ture is dried thoroughly with a gauze sponge 
held in a thumb forceps. 

3. A surface anesthetic-antiseptic is applied 
either by spray or by means of wooden applica- 
tors wound in cotton. 

4. The surface is covered with a small sterile 
sponge and one minute is allowed to elapse. 

5. The mucosa is rubbed dry again with the 
sponge and the anesthetic solution is injected. 


To prevent cross infections from patient to 
patient, it is best to boil or autoclave all needles 
for 20 minutes. Routine boiling or cold steriliza- 
tion is inadequate to destroy the virus of hepati- 
tis. If the patient gives a history of infectious 
hepatitis, the safest procedure is to discard the 
needle. All surgical instruments should be auto- 
claved for one hour or more in known instances 
of hepatitis. Platinum iridium needles may be 
sterilized by flaming to a dull red heat. 

Reduction of the mouth’s bacterial population 
with the use of saline rinses, iodine washes and 
various detergents has produced beneficial re- 
sults. In most instances, however, the reduction 
could not be sustained; in 20 to 30 minutes, the 
bacterial counts returned to, or even exceeded, 


the original count. 
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The use of a single troche composed of neomy- 
cin, polymyxin and bacitracin, held in the mouth 
for 20 minutes prior to surgery, reduced the bac- 
terial population by from 90 to 95 per cent. This 
reduction was sustained for from four to six 
hours, at the end of which time the bacterial 
count exceeded the initial count. The preventive 
use of the troche alone substantially reduced 
postextraction bacteremia. 

The use of any agent that reduces the bacterial 


' population of the mouth preoperatively is bene- 


ficial, particularly for patients with a history of 
rheumatic heart disease. A cleaner operating field 
also ensures less possibility of complications in 
blood clot formation, especially in periodontal 
surgery. 

1551 Champlost Street, Philadelphia, Pa. 


Survey of anesthetic fatalities 
in oral surgery and a review of the etiological 
factors in anesthetic deaths 


Harry M. Seldin. J.Am.D.Soc.Anesthesiology 
5:5-12 Feb. 1958 


A questionnaire was sent to each member of the 
American Society of Oral Surgeons in a nation- 
wide survey of anesthetic mortalities in oral 
surgery for the years 1950 through 1956. Of 406 
questionnaires returned, 314 were complete and 
92 were incomplete; the 92 oral surgeons stated 
they had no anesthetic fatalities during the pe- 
riod. The 314 completed questionnaires indicated 
that these oral surgeons administered about 7,- 
956,627 anesthetics in their offices or hospitals. 
Of these, 4,244,449 were local and 3,712,178 
general. Of 59 fatalities reported, 15 occurred in 
offices, 43 in hospitals and one in a patient’s home. 

The agents used, correlated with number of 
fatalities, were: thiopental sodium, 19 fatalities; 
thiopental sodium, nitrous oxide-oxygen anes- 
thesia, 16; thiopental sodium, nitrous oxide- 
oxygen, ether, 1; nitrous oxide-oxygen, 9; nitrous 
oxide-oxygen, ether, 2; nitrous oxide-oxygen, 
trichloroethylene, 2; nitrous oxide-oxygen, vinyl 
ether, 1 (explosion); ether, 5, and regional, 3 
fatalities. Of the three deaths with local anes- 
thetics, one was in a hospital and two in offices. 
Of the 56 deaths from general anesthetics, 42 oc- 
curred in hospitals, 13 in offices and one in a 
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patient’s home. Intravenous barbiturates were 
administered in 37 of the 59 mortalities due to 
general anesthetics. 

The safety of anesthesia in oral surgery com- 
pares favorably with that in other surgical 
specialties. 

Anesthesia administered in oral surgery offices 
has a much higher safety record than anesthesia 
administered in hospitals for oral surgery proce- 
dures. The fact that 37 of the 59 deaths occurred 
where intravenous anesthesia was employed and 
that 19 fatalities occurred where thiopental so- 
dium was the sole agent would indicate that the 
intravenous barbiturates in general anesthesia 
are not as innocuous as is sometimes claimed. The 
intravenous barbiturates should be used as 
hypnotics for induction and not as the sole anes- 
thetic agents. 

The excellent safety record of local anesthesia 
in dental offices is due in large measure to small 
dosage. This safety can be further enhanced by 
use of an aspirating syringe as advocated by 
Monheim (1957), by a correct evaluation of the 
patient and by selecting the anesthetic agent or 
agents that conform to the physical status of the 
patient. 

Five additional replies to the questionnaire 
subsequently were received. With these addi- 
tional figures, the proportion is one death in 63,- 
054 general anesthetics administered and one 
death in 1,438,678 regional or local anesthesias. 

57 West Fifty-Seventh Street, New York, N.Y. 


A clinical report of I-nordefrin 
as a vasoconstrictor in local anesthesia 


Edward C. Dobbs, Norton M. Ross 
and Stanley L. Brown. J.D.Med. 13:105-107 
April 1958 


Levonordefrin was synthesized at the Sterling- 
Winthrop Research Institute in 1951. It is a 
chemical isomer related to epinephrine and 
mimics its physiologic actions. The base is almost 
insoluble in distilled water but the hydrochloride 


salt is freely soluble. Racemic nordefrin, which 
contains about equal volumes of the d- and I- 
isomers, is only half as active as a vasopressor as 
the form. 

A comparative toxicity study on mice was done, 
with two solutions, injected intraperitoneally. 
Solution no. 1 consisted of levonordefrin in a 
1:20,000 dilution combined with propoxycaine 
hydrochloride 0.4 per cent and procaine hydro- 
chloride 2.0 per cent. The solution was compared 
with a known proprietary solution in which the 
only variable was the vasoconstrictor (d, 
l-nordefrin hydrochloride 1:10,000). The results 
suggest that the intraperitoneal toxicity in mice 
is lower when equipressor concentrations of 
levonordefrin are used as the vasoconstrictor than 
when d, I-nordefrin concentrations are used. 

The circulatory effects of solution no. 1 were 
tested on eight dental students; 2.2 ml. of the 
prepared solution was injected into the mucola- 
bial fold in the inferior maxillary incisor region. 
There was a tendency for the systolic and dias- 
tolic blood pressures and pulse rates to rise 
slightly for the first four minutes and to fall 
slightly for the next six minutes. 

The anesthetic properties of the two solutions 
were compared in 100 patients on whom opera- 
tive dentistry was performed. The results were 
similar. Satisfactory anesthesia was obtained in 
80 per cent of the patients receiving solution 
no. 1, and in 79 per cent of the patients receiving 
solution no. 2. The respective onset times were 
68 seconds and 63 seconds, and the respective 
durations of anesthesia, 59 minutes and 60 min- 
utes. There were no complaints of pain during or 
after injections. 

Levonordefrin is a satisfactory vasoconstrictor 
for use in prepared local anesthetic preparations 
in a concentration of 1:20,000 when combined 
with propoxycaine hydrochloride 0.4 per cent and 
procaine hydrochloride 2.0 per cent. 

The d- form of nordefrin, however, has prac- 
tically no vasoconstrictor properties. Its use in a 
prepared local anesthetic can only exaggerate the 
undesirable reactions, and is best omitted. 

618 West Lombard Street, Baltimore 1, Md. 
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A new type of periodontal splint 
to be attached to partial dentures 


Ulrich Heintz. Quintessenz 9:1012 Jan. 1958 


Splinting of an entire arch in which several teeth 
remain is a problem frequently encountered in 
periodontal and prosthetic practice. Such splint- 
ing is indicated when the remaining teeth show a 
distinct mobility pattern. This condition usually 
is caused by severe loss of tissue. 

The ideal type of periodontal splinting consists 
of preparing all remaining teeth for full coverage 
and then joining the abutment teeth with one 
continuous fixed splint. This method, however, 
is difficult and expensive. 

A new splint, designed by the author, affords 
rigid stabilization and esthetic improvement. It 
is comparatively simple to construct and inexpen- 
sive. The design of this splint is based on that of 
the inverted double clasp. The vestibular part of 
the splint begins bilaterally at the saddle of the 


partial denture and runs toward the center. The 
anterior lingual part of the splint consists of a 
strong shaft connected with a sublingual bow. 
The splint has four free arms that permit accurate 
placement above and below the contour height 
of the remaining teeth. These arms, however, 
should not be too elastic. 

The entire periodontal splint can be produced 
by the one-piece casting method. 

Auf den Hafen 12/15, Bremen, Germany 


Prosthetic dentistry 
Electrogalvanizing of models 


and elastic impressions 


R. Leibowitch, J. Poggioli, P. Laudenbach, 
B. Meng and P. Morin. 
Actual.odontostomat.,Paris 11:83-102 
March-May 1957 


Electrogalvanizing of models and impressions 
made with elastic (rubber base, hydrocolloid, 
alginate and other synthetic) materials the dentist 
wants to preserve can be carried out easily if a 
cold electroplating process is used instead of the 
customary hot galvanization. 

In the first stage, grease and impurities must 
be removed from all surfaces to be electrogal- 
vanized. 

In the second stage, a fine spray of copper or 
zinc powder coats all surfaces. 

In the third stage, the objects are fixed to the 
cathodes. 

In the fourth stage, two electrolytic baths are 
prepared which consist of cyanide of silver and 
cyanide of potassium. The objects are placed in 
the first bath for about one minute until an under- 
coating of silver is deposited. They remain in the 
second bath for approximately six hours to ob- 
tain a sufficiently thick and uniform silver coat. 

In the fifth and final stage, the galvanized ob- 
jects are removed from the bath, finished, pol- 
ished and made ready for casting which can be 
carried out successfully at any time (even years) 
after galvanization. 

This cold electrolytic or silver-plating process 
to preserve models and impressions, especially 
those made from elastic (synthetic) materials, 
has the following advantages: (1) accurate re- 
production; (2) preservation in an unaltered con- 
dition for unlimited periods; (3) economy in the 
use of materials (zinc, copper and silver); (4) 
complete control over the thickness of the coat- 
ing; (5) increased suitability for all objects the 
dentist wants to preserve; (6) no distortion of 
contours and (7) immense saving of time. 

To obtain accurate reproductions after electro- 
galvanizing elastic impressions, the dentist must 
have a working knowledge of the basic factors in- 
volved in this process if he is to alter intelligently 
the procedures and equipment when it appears 
desirable. 

6 Rue de la Bacherie, Paris 5, France 
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The use of porcelain and plastic teeth 
in opposing complete dentures 


Richard L. Myerson. J.Pros.Den. 7:625-633 
Sept. 1957 


The use of porcelain teeth for one denture and 
plastic teeth for the opposing denture produces 
greater wear resistance and masticating efficiency 
than with plastic-against-plastic teeth. This has 
been confirmed in a laboratory wear test. 

The advantages of the combination of plastic 
teeth with porcelain teeth are as follows: 

1. The dentures may be brought into occlusion 
easily by grinding mainly the plastic teeth. 

2. Wear is not eliminated completely, so some 
accommodation by wear occurs. 

3. Clicking and trauma are virtually elimi- 
nated because porcelain teeth occlude against 
plastic teeth. 

4. Because of the yielding character of the 
plastic teeth, much of the energy of impact is ab- 
sorbed, and this compensates for the hazard of 
friability and brittleness of porcelain teeth. 

5. Masticating efficiency is maintained at a 
higher level than with plastic-against-plastic teeth 
because the mechanical cutting edges of the 
porcelain teeth are not lost. 

The rules for the use of this combination are 
simple but necessary for satisfactory results. They 
are: 


1. The porcelain teeth must be smooth, pol- 
ished or glazed, and free from sharp cutting 
edges. The flat cusp, zero degree, nonanatomic 
type of tooth is superior to other types. The porce- 
lain teeth, however, should have cutting ridges 
to allow for the mastication of the food, and they 
should have flat bearing areas that will prevent 
the cutting ridges from cutting into the plastic 
teeth. 


2. The porcelain in the tooth should be dense 
and virtually free from pores so that, if necessary, 
a smooth surface will be generated in wear or in 
grinding. The porcelain tooth should be smooth 
in its original shape from the firing operation. 


3. All necessary grinding should be done on 
the plastic teeth, if possible, to retain the fired 
surface on the porcelain teeth. If it is necessary 


to grind the porcelain teeth, a polished surface 


free from sharp ridges should be restored on the 
teeth. 


4. The material in the plastic teeth should be 
as resistant as possible to abrasion and should be 
cross-linked for durability. 

This is a preliminary report. Further clinical 
and laboratory investigations are being carried 
out. 

6690 Hamilton Street, Cambridge 39, Mass. 


Contemporary partial denture designs 


William L. McCracken. 
J.Michigan D.A. 40:5-15 Jan. 1958 


A dental prosthesis may succeed or fail mechan- 
ically, depending on how well it is designed and 
fabricated. However, it may also fail as an oral 
prosthesis because biologic principles were vi- 
olated or ignored. It is up to the dentist and his 
technician to fabricate a dental prosthesis that 
will succeed both mechanically and biologically. 
Both parties have their responsibilities and their 
limitations; but the dentist, by training, is pre- 
sumed to have the background for biologic design 
and the responsibility for the patient’s welfare. 

The support of the partial denture by the abut- 
ment teeth is dependent on the alveolar support 
of these teeth, the rigidity of the partial denture 
frame in that region, and the design of the rest. 
Through clinical and roentgenographic interpre- 
tation, the dentist evaluates the abutment teeth 
and decides whether or not they offer adequate 
support. The dentist has the sole responsibility 
for the preparation of the abutment teeth for 
crowns and the design of these crowns. The den- 
tist also is solely responsible for the form of the 
occlusal rests seats. The technician cannot be 
blamed for inadequate occlusal rest support. On 
the other hand, the technician is solely to blame 
if he extends the casting beyond or fails to in- 
clude the total prepared area. If a definite oc- 
clusal rest form with the floor of the rest inclined 
toward the center of the tooth is accurately re- 
corded by the dentist in the master cast and de- 
lineated in the penciled design, the technician 
has no excuse for poor occlusal rest form. 

Ridge tissues recorded in their resting, non- 
functioning form are incapable of providing the 
composite support needed for a denture which 


derives its support from both the soft tissue and 
teeth. Two factors must be considered in the 
acceptance of an impression technic for free end 
partial dentures. First, the material should record 
the resilient tissues in their supporting form. Sec- 
ond, the total area covered by the impression 
should be as great as possible in order to distrib- 
ute the load over as large an area as can be toler- 
ated by the patient. Waxes that are moldable at 
mouth temperature are the materials of choice for 
the impression, because they are the only im- 
pression materials that have the combined ad- 
vantages of controlled displacement of fluid tis- 
sues and correctability under functional loading. 


A denture base processed to the functional _ 


form is less irregular than one processed to the 
anatomic form, and the former generally has 
wider coverage. A denture base made to anatomic 
form exhibits less stability under rotating forces 
than a base processed to functional form, and it 
fails to maintain its occlusal relation with the 
opposing teeth. 

Human mouths are not stereotyped and neither 
are the problems in mouth reconstruction. Stereo- 
typed partial denture service must be replaced 
with individualized treatment planning and re- 
habilitation service. Dentists must do more than 
make a single impression, send it to the com- 
mercial dental laboratory, and receive a finished 
appliance to be inserted in the mouth. 

School of Dentistry, University of Alabama, 
Birmingham 3, Ala. 


Articulated spring clasps 
F. Heydenreich. D.Echo 27:24 Nov. 1957 


Among the many commercial exhibits displayed 
at the XII International Dental Congress of the 
Fédération Dentaire Internationale held in Rome, 
Italy, from September 7 to 14, 1957, great atten- 
tion was paid to a table demonstration in which 
specially constructed articulated spring clasps 
were introduced to prosthetic dentistry. 

The lack of retention of removable partial den- 
tures and bridges is often a stumbling block to 
successful prosthetic treatment. It was demon- 
strated that this difficulty can be overcome by the 
use of these articulated spring clasps. These at- 
tachments ensure a maximum use of the retentive 
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region available, provide a high degree of rigidity 
and fit, and combine ease in insertion, withdrawal 
and adjustment with an applicability even under 
the most difficult anatomic conditions. 

Additional retention can be obtained by in- 
creasing the number of clasps on a partial den- 
ture, and practically every tooth can be clasped. 

The movements of the jaws are not obstructed 
because the articulated spring clasps follow me- 
ticulously all the movements occurring during the 


. functions of mastication or speech. 


Depending on the anatomic conditions in the 
patient’s oral cavity, the dentist can select either 
unilateral articulated spring clasps to which 
swivel joints are attached, or bilateral (double) 
spring clasps. 

The construction and operating procedures are 
simple and safe. 

Lazarettstrasse 3, Garmisch, Germany 


The effect of 
various geometric occlusal patterns 
on chewing efficiency 


C. W. Sauser and A. Albert Yurkstas. J.Pros.Den. 
7:634-645 Sept. 1957 


Controversy has existed regarding the chewing 
efficiency of various types of commercially avail- 
able teeth. A study was undertaken to evaluate 
the effect of various basic straight-line geometric 
carvings on masticatory efficiency under various 
experimental conditions. The study was limited 
to nonanatomic occlusal forms. 

Five subjects performed 962 chewing tests on 
peanuts, carrots and ham to ascertain the effect 
on masticatory performance of 11 combinations 
of occlusal carvings. The carvings were scored 
1.0 mm. in depth and width, leaving sharp an- 
gular edges. The following results were noted: 

1. Performance was greater when both upper 
and lower occlusal surfaces were provided with 
cutting edges than it was when one or the other, 
or both, were without such edges. 

2. The best performance resulted from the use 
of cutting edges which ran a longitudinal or a 
mesiodistal course on the upper occlusal surface 
regardless of what opposed it on the lower oc- 
clusal surface. 

136 Harrison Avenue, Boston 11, Mass. 
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Dental house staffs at civilian hospitals, 
1950-56 


Harold W. Oppice and Paul K. Kaetzel. 
J.A.D.A. 56:73-76 Jan. 1958 


Postgraduate and graduate dental education is 
being emphasized increasingly, and today almost 
400 dentists annually accept internship or resi- 
dency training positions in hospitals. This does 
not include those taking training in hospitals 
operated by the Department of Defense or the 
Public Health Service. Through these advanced 
educational programs in hospitals, dentists have 
the opportunity to acquire clinical experience 
and develop specialized knowledge before enter- 
ing dental practice. They, in turn, help to staff 
the outpatient clinics. Together with the medical 
and surgical staffs, they have the opportunity to 
learn the value of teamwork in the treatment of 
difficult cases. 

The Council on Dental Education has been 
delegated by the American Dental Association 
to evaluate the advanced dental education pro- 
grams in hospitals and to list as approved the 
programs conducted in accordance with Associa- 
tion requirements. By September 1, 1957, the 
Council had granted approval to 190 hospitals. 
Included in this number are 11 Navy, 8 Army, 
8 U.S. Public Health Service and 19 Veterans 
Administration hospitals. 

For 1956-57, 398 dental interns and residents 
were in training at 174 hospitals in 29 states and 
the District of Columbia. About three fifths of 
the dental house staff members were located in 
six states: New York, New Jersey, Pennsylvania, 
Massachusetts, Ohio and California. More than 
30 per cent of them were in New York State. 


Of the dentists in training, 84 per cent held 
appointments at general hospitals; 9 per cent 
were in mental hospitals and the remaining 7 
per cent were in tuberculosis and other special 
hospitals. More than three fifths of the dentists 
were concentrated in hospitals having 500 or 
more beds. 

About 53 per cent of the hospitals had two or 
more dental house staff members, the largest hav- 
ing 13 members, whereas 43 per cent of the 
hospitals had only one intern or resident. 

An increase in the number of dental interns 
and residents is anticipated for the years ahead. 

1002 Wilson Avenue, Chicago, IIl. 


Appointment of dentists 
J. R. Anderson. Hospitals 32:20 April 1, 1958 


An excerpt from Standards for Hospital Accredi- 
tation defines the procedure for admitting dentists 
to a hospital staff: 

“The dental staff shall conform in general to 
standards established for the medical staff. In 
addition: 

“a. Members of the dental staff must be quali- 
fied legally, professionally and ethically for the 
positions to which they are appointed. 

“b. Patients admitted for dental services shall 
be admitted on a surgical service and shall be 
the responsibility of the chief of that service. 

“c. Adequate medical survey by a member of 
the medical staff shall be done on each patient 
before dental surgery. Indicated consultations 
shall be held in complicated cases.” 

The dental staff need not be organized as a 
separate department but can be and is, in many 
instances, a subdivision of the department of 
surgery. Applicants for membership on the dental 
division should be processed through the creden- 
tials committee, medical staff and governing 
board in a fashion similar to that for any physi- 
cian applying for privileges. 

18 East Division Street, Chicago 10, Ill. 
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Cavity preparation and matrixes 
for amalgam restorations 


Gerald D. Stibbs. J.A.D.A. 56:471-479 
April 1958 


After more than a century of use of amalgam 
dental restorations, there still remain some un- 
answered questions regarding its physical prop- 
erties and the most satisfactory means of handling 
the material. So far as cavity preparation and 
matrix construction and application are con- 
cerned, however, the basic principles expounded 
by G. V. Black in 1900 have held firmly. Failures 
in amalgam restorations are due chiefly to a lack 
of concentration and a lack of application in 
carrying out the basic steps in the procedure. It 
is well to review the rules again and again. 

Outline form must meet the requirements of 
proper extension and of esthetics. The achieve- 
ment of proper resistance and retention form 
seems to be the step which is given less con- 
sideration in the preparation of a cavity for amal- 
gam than any other phase of the work. Two fac- 
tors should be kept in mind. The resistance and 
retention form must be adequate without weaken- 
ing the tooth. The strength of the material makes 
it imperative that the bulk of the amalgam should 
be sufficient to resist fracture. Bulk is necessary 
both in the isthmus of a cavity and at the periph- 
eral margin of the restoration. Many more 
amalgam restorations fail at their cavosurface 
margins than in the occlusal isthmus. 

The removal of carious dentin is the most 
grossly neglected step in all cavity preparations. 
Most instances of residual carious dentin under 
restorations are the result of the operator not hav- 
ing seen the entire cavity. Even with the tooth 
isolated by a rubber dam, transillumination is ad- 
vocated as a valuable supplementary aid in find- 
ing last traces of caries. 

The pulp should be protected. A lining or a 
cement base is helpful in the majority of cavities 
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prepared for amalgam. The extra effort is more 
than balanced by the additional protection, serv- 
ice and comfort provided. 

The final step in cavity preparation—just as im- 
portant in a cavity prepared to receive amalgam 
as in one prepared for gold foil—is finishing the 
enamel walls and performing the toilet of the 
cavity. It requires so little additional time to 
establish a crisp finish to a cavity and so make it a 
pleasure to view, that the dentist who stops just 


- short of this goal is foolish. 


The condensing of amalgam into a compound 
cavity, or even into an unusually large single- 
surface cavity, requires the use of a matrix. Al- 
though the mechanical matrixes present some ad- 
vantages and are useful occasionally, the custom 
matrix as advocated by G. V. Black is better. At 
first, fabricating a matrix may seem time- 
consuming; however, after the technic has been 
learned and practiced, it becomes much easier to 
place a custom-made matrix than the mechanical 
forms in all but a few instances. The prime con- 
sideration is that the reproduction of normal func- 
tional form is facilitated; the matrix which is 
tailored to the individual restoration does this 
much better than do the other forms. 

Nothing is easy in operative dentistry. There 
is no place in fine operative practice for one who 
is lazy or who cannot conform to basic require- 
ments in procedure. This holds true not only for 
producing gold restorations but when using 
dental amalgam, the restorative material most 
frequently used. 

School of Dentistry, University of Washington, 
Seattle, Wash. 


A study of the fatigue characteristics 
of silver amalgam 


Elvin G. Wilkinson and Donald C. Haack. 
].D.Res. 37:136-143 Feb. 1958 


Three major factors affect the quality and life of 
silver amalgam restorations: (1) the dentist’s skill 
in manipulating the restorative material, (2) the 
shape of the cavity preparation, and (3) the 
strength of the material. A method was sought 
for testing silver amalgam under fluctuating stress 
conditions (fatigue) and to interpret the data 
obtained. 
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The Sonntag Universal Fatigue Testing Ma- 
chine was used. A specimen of silver amalgam 
3/16 inch in diameter and about 7/8 inch long 
is the smallest that is practicable for testing in 
the Sonntag apparatus. The mold in which the 
amalgam specimens were made is a simple cylin- 
drical cavity 3/16 inch in diameter, in a block of 
clear acrylic resin with a detachable base. About 
4 Gm. of silver alloy and 6.4 Gm. of mercury were 
needed to make a specimen large enough to be 
tested in the Sonntag machine. Since the maxi- 
mum compressive strength of silver amalgam is 
about ten times its maximum tensile strength, the 
compressive stress used in the fatigue testing was 
arbitrarily made ten times the tensile stress. 

The results show that, whereas a restoration 
might withstand static stress up to 63,000 psi or 
infrequent brief stress applications of the same 
intensity, the highest fluctuating stress which 
this silver amalgam might be expected to with- 
stand is only about 14,000 psi or 22 per cent of 
the maximum crushing strength. 

The shape of the curve relating stress to the 
number of cycles causing failure has been deter- 
mined. This is a secondary result which, although 
it has little value relative to the use of silver amal- 
gam as a material for dental restorations, would 
be of value in the quantitative analysis of data 
obtained from tests designed to determine the 
relation of cavity form to the failure of silver 
amalgam when subjected to repeated blows. 

College of Dentistry, University of Nebraska, 
Lincoln, Neb. 


A new pulpal response 
to high-speed dental instruments 


Joseph L. Bernier and Milton J. Knapp. 
Oral Surg.,Oral Med.& Oral Path. 11:167-183 
Feb. 1958 


The effect of high-speed instruments on the den- 
tin and pulp of teeth in dogs and man was 
studied. 

The Imperator, the Page-Chayes, the Midwest, 
the Turbo-Jet and the conventional contra-angle 
handpiece were used to prepare ten Class I or 
Class V cavities in the teeth of two normal adult 


dogs. The average distance from the floor of the 
cavity preparation to the pulp tissue was about 
1 mm. The cavities were filled with silver amal- 
gam. The dogs were sacrificed 2 and 12 days 
postoperatively and the teeth studied histologi- 
cally. 

The Turbo-Jet and the Page-Chayes hand- 
pieces were used to prepare Class I cavities of 
varying depths in six clinically and roentgeno- 
graphically normal human teeth. Three teeth 
were exposed to each instrument. The cavities 
were restored with silver amalgam and the teeth 
were extracted at 2, 7 and 14 days and studied 
histologically. 

The pulpal surface of the cut tubules showed a 
reduction or absence of predentin; a calciotrau- 
matic response; disorganization, flattening or dis- 
appearance of the odontoblasts; edema and in- 
flammation in the subodontoblastic layer, and 
hemorrhages in the odontoblastic layer and sub- 
odontoblastic zone. 

The use of high-speed instruments produces a 
“rebound response,” defined as the response seen 
in a region directly across the pulp from the 
cavity site. It is manifested by any combination of 
the following: a change in the ground substance, 
edema, fibrosis, odontoblastic disruption, and re- 
duced predentin formation. All of the dogs’ teeth 
examined after two days, and 80 per cent of those 
examined after 12 days, showed this response. In 
the human teeth the rebound response was repre- 
sented primarily by regions resembling degenera- 
tion. The response was practically the same for 
all instruments used; therefore, high speed alone 
may be the precipitating factor of the rebound 
response. 

In the human teeth the severity of pupal reac- 
tion was related directly to the depth of the 
cavity preparation. 

The study is being repeated, using (in addition 
to the instruments listed) the Globe Angle, Mid- 
west High Drive, Kerr Superspeed, Ritter Airotor, 
Densco Aeroturbex, Midwest Air Drive, S.S. 
White Airotor, Weber Airturbine, Densco Hydro- 
turbex, and the conventional low-speed hand- 
pieces. 

Armed Forces Institute of Pathology, Washing- 
ton, D.C. 
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The future of dentistry as predicted 
by our dental education programs 


Shailer Peterson. Contact Point 36:10-14, 28-30 
Jan. 1958 


All of the dental schools in the United States had 
produced 153,200 graduates by the fall of 1957, 
of whom about 66 per cent are still alive and 56 
per cent in active practice. More than half of the 
dentists practicing today have graduated within 
the last 22 years; namely, during the period in 
which two years of preprofessional education 
were required and the professional course has 
been four years long. 

The patient of the future will be much better 
informed about his dental health and his need for 
dental and oral care. Children today are taught 
the importance of good dental hygiene and are 
being educated through experience in the dental 
office and the school clinic to know that dental 
care need not be a painful experience. 

The dentist of the future will continue to have 
much more work than he can possibly perform. 
The 3,100 dental graduates a year are far from 
adequate to supply enough manpower to main- 
tain the ratio of dentist to population at its present 
level. It would require about 5,000 dental grad- 
uates a year by 1967 to maintain the present ratio 
of one dentist to 1,900 persons. One must also 
take into account the lengthening life span, the 
greater interest of more persons in seeking dental 
care, and the fact that more teeth are being 
maintained in the mouth. 

The dental graduate of the future will have a 
more complete background in oral medicine and 
will work more closely with the physician in 
treating the over-all health condition of the pa- 
tient. 
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The dental office of the future will be quite un- 
like that of today. The extra steps and extra mo- 
tions that a dentist makes today will be largely 
eliminated. 

The shortage of auxiliary personnel will con- 
tinue. Of the 9,000 licensed dental hygienists, 
only about half are practicing. About 1,000 per- 
sons are graduated yearly from the 34 dental 
hygiene programs, but nearly 1,000 dental 
hygienists retire each year. 

About 3,000 dental laboratory technicians 
work in dental offices and another 25,000 work 
in some 7,000 dental laboratories. Dentists ap- 
parently want to use laboratories that employ 
competent technicians to process and fabricate 
their prostheses according to the work authoriza- 
tions given by the dentist; in 1956, 95 per cent 
of all private practitioners used a dental labora- 
tory, and 70 per cent of the volume of laboratory 
work was done in commercial laboratories. 

There are about 65,000 dental assistants, in- 
cluding many who are receptionists. It is likely 
that the American Dental Association will soon 
have developed an educational program for den- 
tal assistants. 

It is unlikely that the present list of seven den- 
tal specialties will be expanded in the next 20 
years. 

Dentistry is far ahead of most other professions 
in the extent to which members continue to study 
after graduation. About a half of all the practicing 
dentists return to school or take advanced study 
every five years in one or more of the many 
courses offered. In another 10 or 20 years most 
dentists will be using methods and _ technics 
which are new and up-to-date. 

A large percentage of practicing dentists will 
be keeping records which can be used later to 
support or refute research started in the dental 
schools or elsewhere. In the next 20 years more 
cooperative research will be conducted by groups 
of dentists across the nation, who will feed their 
findings back to the dental schools. 

The dental school program will not be ex- 
tended beyond its present four basic professional 
years. More will be included in the curriculum 
and aimless repetition will be reduced. The 
caliber of the dental instructor and the dental 
student will continue to rise. 

222 East Superior Street. Chicago 11, Ill. 
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The challenge to dentistry: a tribute 
to William J. Gies 


Theodor Rosebury. Science 126:1056-1058 
Nov. 22, 1957 


A rereading of Gies’ famous Bulletin Number 
Nineteen, the survey of dental education in the 
United States and Canada that Gies made for the 
Carnegie Foundation for the Advancement of 
Teaching, impresses one with the work’s per- 
sistent validity and vitality after three decades, 
and particularly with the light it throws both on 
progress in dental education since 1926 and on 
deficiencies which still remain to be corrected. 
Some of Gies’ recommendations—a two year 
predental requirement, improved dental libraries, 
the disappearance of proprietary schools—have 
become accomplished facts. In all the other areas 
there have been advances—notably in research. 
Yet, some of the deficiencies Gies observed have 
not been obliterated. The goals have not been 
reached in medical-dental cooperation, in the 
development of research-mindedness among den- 
tal teachers as a group, and in the need for im- 
proved financing of dental education. Although 
dentistry is more concerned with the biologic 
and medical aspects today, it remains excessively 
mechanical in its approach to dental disease. 
Although dental schools have made great 
strides in the past 30 years, medical schools have 
made even greater strides, so that the gap be- 
tween dentistry and medicine has grown wider 
rather than narrower. Medical schools, and the 
whole of medical practice, have undergone a 
transformation under the direct influence of ex- 
perimental science. Most significant in this trans- 
formation is the idea that disease can be under- 
stood and, if understood, controlled. This idea 
has become a foundation for nearly all medical 
research. Medical men—not only researchers but 
clinicians—have become convinced of the impor- 
tance of science. No comparable transformation 


has yet happened in dentistry. One reason for 
this is that dental research in the dental schools, 
despite its great development, has not yet solved 
any of the problems of dental disease, and has 
indeed contributed little to the everyday practice 
of dentistry. 

Fluoridation is an outstanding exception—a 
great achievement of dentistry, and by dentistry, 
for public health. Yet, most of the research that 
gave the world fluoridation came not from the 
dental schools but from American and Canadian 
federal, state, and provincial dental public health 
services. Similarly, the important advances in 
other areas of dental practice—for instance, in 
nutrition, pharmacology, chemotherapy, anes- 
thesia and in many branches of dental technology 
—have come as much, or more, from medical 
schools and from industrial and government lab- 
oratories, as from dental schools. 

If the path mapped by Gies is to be followed, 
and dentistry is to achieve a status equivalent to 
that of the best specialties of medicine, dentistry 
should set as an avowed goal the conquest of 
dental disease. To achieve this, dentists must 
also work for Gies’ explicit objectives: increased 
medical-dental cooperation, deeper and wider 
appreciation of research among dental teachers, 
and more money for dental education. 

For dentistry to advance, more and more re- 
search must be encouraged, not just on particular 
problems of dental health and disease but in the 
area of dental education. Some of the new dental 
schools should become frankly experimental, and 
should be encouraged and supported as experi- 
ments. 

Side by side with individual research should go 
cooperative or group research, in which a number 
of partners from different disciplines work to- 
gether to solve a particular problem. Dentistry 
has not taken full advantage of the potentialities 
of group research. 

School of Dentistry, Washington University, 
St. Louis, Mo. 
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Tooth decay 


Reidar F. Sognnaes. Scient.Am. 197:109-116 
Dec. 1957 


Although people in the United States spend more 
than $1,600,000,000 annually for dental care, 
dentists are taking care of only a third of the pop- 
ulation’s dental ills. By the age of 35, more than 
two thirds of the people need bridges or dentures 
to replace lost teeth. To keep pace with all the 
dental needs would require three times as many 
dentists as at present, and the cost would be tre- 
mendous. Prevention is the only rational solution; 
research the only hopeful approach. 

Although the nature of tooth decay remains 
obscure, scientists know what it is not. It is not an 
allergy, an inflammation, an atrophy or a cancer; 
it is a disease in a class by itself. 

Tooth enamel is in part organic and the enamel 
interchanges its constituent elements in a two- 
way traffic with both the saliva and the blood 
stream through the process of ion exchange. The 
give and take of material, proceeding simulta- 
neously on both sides of the enamel, establishes 
an important biological relationship between the 
external environment of the tooth and its internal 
pulp. When the traffic is in equilibrium, the 
tooth’s integrity is maintained; when the equi- 
librium changes, the tooth substance changes 
also, for good or for ill. In the erupting teeth of 
children the exchange of certain elements, such as 
calcium and phosphorus, is ten times more rapid 
than in teeth that have been in the mouth a long 
time. It is the higher rate of interchange in grow- 
ing teeth that explains why the drinking of fluori- 
dated water and the topical application of fluorine 
confer a higher degree of protection on children 
than on adults. 

Conditions implicated in dental disease range 
from heredity to last night’s snack. There is con- 
clusive evidence that there can be no tooth decay 
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without bacteria and a food supply for them. 
Among the many research avenues being ex- 
plored are the roles of heredity, the endocrine 
glands, saliva, vitamin and mineral factors in 
nutrition, oral bacteria and food debris. 

It is likely that the deeper secrets of dental 
health will turn out to lie within the teeth them- 
selves and not merely in the environment, un- 
favorable as it may be. The ultimate goal of re- 
search on tooth decay must be to find preventive 


‘methods which will allow man to live with his 


environment. As man improves his understand- 
ing of the mechanism of decay, he will learn to 
prevent it through diet and drinking water, the 
topical application of chemical agents and oral 
hygiene. 

There is nothing to suggest that the tremen- 
dous rise in tooth decay throughout the world 
during the past few centuries has leveled off. 
With increasing life expectancy dental ills are 
going to become more and more widespread and 
costly, dissipating time and energy and causing 
pain, distraction and apprehension among a pop- 
ulation which in other respects will be growing 
healthier. Nothing short of a broad and strongly 
supported scientific attack is likely to bring this 
problem under control before it gets completely 
out of hand. 

Harvard School of Dental Medicine, 25 Shat- 
tuck Street, Boston, Mass. 


Report on Britain's investment in health 
John Price. J.Ontario D.A. 34:21-23 Nov. 1957 


Ninety-seven per cent of Britain’s 50,000,000 
people today use the Health Service. In some 
areas the proportion of people on the lists touches 
100 per cent. This “inflation” is caused by peo- 
ple being on the list of more than one physician, 
but it is hoped this will be remedied soon by a 
new central register of patients. 

The public is free to choose whether it uses the 
Health Service or not. That so many immediately 
used it was a surprise to the Ministry of Health. 
The Health Service is equally popular with phy- 
sicians. Most of the specialists and 98 per cent of 
the family physicians are in the service; only 500 
to 600 general practitioners remain outside, cém- 


pared with 25,000 (including assistants) inside. 
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About 94 per cent of the 12,000 practicing den- 
tists and nearly all the 18,000 chemists also are 
in the service. 

The cost of the service has risen to nearly 
$1,960,000,000 a year. The service probably was 
introduced too hastily, with insufficient prepara- 
tion. The first estimate of its cost was wildly 
wrong. The planners underestimated both its ap- 
peal and the use made of it; the need for economy 
generally meant that the lack of resources with 
which the service began could not easily be made 
good. There were too few hospital beds, and too 
often they were—and are—in ancient, shabby 
buildings. Not one new general hospital has been 
built since before 1939. Britain probably has the 
worst set of hospital buildings in Europe. In the 
face of these difficulties, the Health Service and 
those who work for it have done well by the 
country. 

By the end of 1955 the 2,681 state hospitals in 
England and Wales had 481,363 staffed beds— 
33,000 more than when the service started. The 
number of nurses and midwives had increased 
to more than 143,000 full-time and nearly 33,000 
part-time. Waiting lists have been cut. 

The Health Service has made life happier for 
old people who were enabled to obtain dentures, 
glasses and hearing aids. 

A better distribution of practitioners has been 
achieved. On July 1, 1952, there were in Eng- 
land and Wales 21,500,000 people living in areas 
classed as having an inadequate number of phy- 
sicians. Four years later the number was 9,500,- 
000. The number of family doctors in England 
and Wales has increased from about 17,500 at 
the end of 1948 to nearly 20,000 in 1956. In- 
deed, there is now a danger of the country be- 
coming overstaffed with physicians. The Willink 
Committee, which has been considering this 
matter, is expected to recommend some limita- 
tion of entry to the medical schools. 

The average number of patients for a physi- 
cian fell from about 2,400 in July, 1952, to about 
2,200 in 1956. In the same period physicians in 
partnership increased from 9,700 to 12,500. 

The number of dentists has increased from 
9,500 in 1949 to 9,900 in 1956. The courses of 
dental treatment have increased from about 
7,800,000 in 1949 to 10,750,000 in 1956. Now 
there has been a noticeable shift of emphasis 


from artificial teeth to conservative treatment. In 


1950 nearly a third of the patients treated were 
supplied with dentures. Of the 10,750,000 treat- 
ments in 1956 only about 1,250,000 were for 
dentures. In 1956, 3,800,000 (35 per cent) of 
all courses of treatment were given to patients 
under 21, compared with 16.4 per cent in 1949. 
This occurred side by side with an expansion of 
the School Dental Service. 

234 St. George Street, Toronto, Ontario, 
Canada 


Experimental investigation 
of the morphogenesis of the skeleton 
and the development of the skull 


Louis J. Baume. Schweiz.Mschr.Zahnhk. 
67:673-684 Aug. 1957 


An understanding of the fundamental principles 
of the physiology of bones is a prerequisite for 
any study of the evolution and development of 
the skeleton and for the interpretation of the 
intricate changes which occur in craniofacial 
growth and expansion. 

A series of endocrine experiments has been 
carried out with a comparatively large number 
of rats by H. M. Evans and H. Becks of the 
School of Dentistry, University of California. En- 
dochondral ossification has been identified as a 
hormonally controlled mechanism which achieves 
the linear growth of the skeletal system. 

The hormones produced and secreted by the 
pituitary gland predominate in these chondro- 
genetic and osteogenetic processes. The thyroid 
hormone, however, controls the differentiation 
and maturation of bones and exerts an influence 
on the calcium and phosphorus metabolism. 

Experiments carried out with similar animal 
material at the Institute for Dental Medicine of 
the University of Geneva, Switzerland, resulted 
in evidence that synchondrosis of the cranial 
base, similar to that of the epiphysial cartilages 
of the long bones, effects the lengthening of the 
skull. The condylar cartilages direct the form, 
growth and development of the mandible. 

The forward expansion of the facial bones is 
induced partly by the activity of these cartilage 
centers, by an intramembranous and not an endo- 
chondral ossification. Periosteal and sutural osteo- 
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genesis depend on the inductive stimulus of the 
neighboring organs and tissues which develop 
interstitially. 

Experimental biology constitutes a valuable 
method to obtain basic information on the etio- 
genesis of maxillofacial anomalies. 

30, Rue Lombard, Geneva, Switzerland 


International Federation 
of Dental Technicians meets in London 


D.Technician 10:109-110 Dec. 1957 


The secretariat of the International Federation of 
Technicians met in London in October 1957 to 
discuss the exchange of dental technicians be- 
tween member countries. Plans were perfected 
to institute such a program. A technician wishing 
to stay and work abroad for a long period will 
inform his trade union of the facts: the country 
he wishes to visit, the type of work he wishes to 
undertake, and what lecturing he is willing to 
undertake while abroad. His trade union official 
will convey these facts to the secretariat, whose 
duty it will be to make arrangements for either 
an exchange of workers between the two coun- 
tries involved, or for the sojourn of the applicant. 

Technicians wishing to participate in the ex- 
change program must be prepared to bear most 
or all of the financial outlay. Through the ex- 
change scheme, technicians will better under- 
stand the feelings and outlook of their brother 
craftsmen. 

331 Gray’s Inn Road, London W.C.1, England 


Microstructure of the human tooth. 
A. The dentinoenamel junction 


F. L. Losee; W. H. Jennings; M. E. Lawson, Jr., 
and A. F. Forziati. J.D.Res. 36:911-921 
Dec. 1957 


The structure of the dentinoenamel junction in 
the human tooth was studied by polarization, 
fluorescence, microroentgenography, and _ ultra- 
violet absorption technics, with the following 
results: 

Adjacent to the dentin at the dentinoenamel 
junction, low fluorescence radiopacity, a charac- 
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teristic birefringence, and low ultraviolet absorp- 
tion demonstrate a hypermineralized zone 20 to 
30 microns thick. This zone generally cannot be 
seen as a regular, continuous structure. 

Adjacent to the hypermineralized zone in the 
enamel, intense fluorescence, radiolucency and 
high ultraviolet absorption characterize a broad 
zone of hypomineralization. 

At the terminations of the dentinal tubules a 
thin, strongly ultraviolet absorbing layer is found. 

The tuft or whorl frequently observed in the 
region of the dentinoenamel junction is composed 
of groupings of interrod material or rod “sheaths.” 
The base of the tuft is fibrillar and elements of it 
are intimately related to the terminal bifurcations 
of the tubules. 

Most of the rod “sheaths” are discontinuous in 
the hypermineralized zone, although in a few in- 
stances continuity with dentinal elements occurs. 

Naval Medical Research Institute, Bethesda, 
Md. 


The bacteriology of the primitive mouth 


A. J. Clement. J.D.A.South Africa 12:281-292 
Aug. 1957 


One major reason for the relative caries immunity 
of primitive people may be that the bacterial pop- 
ulation of their mouths may be of a different type 
than that normally existing in the mouths of civi- 
lized persons. 

A survey of the literature, however, reveals 
that the oral flora of caries-immune primitive peo- 
ple bear a pronounced resemblance to that of 
civilized Europeans. Present knowledge of the 
bacteriology of the mouths of primitive people is 
woefully deficient. 

All the main groups of microorganisms found 
in the mouths of Europeans appear to be well rep- 
resented in the mouths of primitive people, al- 
though there may be more bacteria, particularly 
putrefactive bacteria, in the mouths of the latter. 

The lactobacilli appear to be a well-established 
component of the bacterial flora in the mouths of 
all groups of primitive peoples, although it ap- 
pears likely that there is a greater proportion of 
such people in whose mouths these microorgan- 
isms are absent or comparatively scarce. 

Although some authorities assert that lacto- 
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bacilli are introduced in the mouths of primitive 
people by the consumption of refined sugars, this 
concept needs further substantiation. The con- 
verse (that is, the elimination of the lactobacilli 
by reversion to a primitive diet) also needs fur- 
ther confirmation. 

The fermentation reaction of the strains of the 
oral lactobacilli in the mouths of primitive people 
also requires more investigation. 

The symbiotic relation between the lactobacil- 
lus and oral yeasts (only Candida albicans has 
been studied in this connection to date) appears 
to agree well with the corresponding finding in 
the mouths of Europeans. 

The fairly common occurrence of aciduric 
gram-negative bacilli in the mouths of primitive 
people is of particular interest in view of possible 
bacterial antagonism between these organisms 
and those aciduric organisms commonly associ- 
ated with caries. If this fact is established, there 
would appear to be a strong indictment of the 
present tendency to stress oral hygiene; the con- 
sumption of bacteria-free foods and water would 
appear to aid the establishment of the typical 
caries flora. 

Cocci of various types appear to be a well- 
established component of the oral flora of primi- 
tive man. The possibility that their growth is 
inhibited at low pH values and that they are 
therefore only of minor importance as regards the 
caries problem needs further substantiation. 

University of the Witwatersrand Dental School 
and Oral Hospital, Johannesburg, Transvaal, 
South Africa 


Urban dental expenditures 


Selma Mushkin and Beatrice Crowther. 
Pub.Health Rep. 73:1-7 Jan. 1958 


The Division of Public Health Methods, U.S. 
Public Health Service, made a study of urban 
dental expenditures in 1950, based on a random 
subsample of 2,414 consumer units composed of 
about 7,639 persons in the United States. 
Out-of-pocket dental expenditures of the ur- 
ban population amounted to about $10 per per- 
son in 1950. They accounted for about 15 cents 
of each $1 of total out-of-pocket medical care 
expenditures. The average urban family spends 


about $30 a year for dental care as compared 
with $197 for all medical and health services. 

Dental expenditures are concentrated. Almost 
half of the more than 900 million dollars spent 
on dental care by urban families in 1950 repre- 
sents the spending of less than 5 per cent of the 
city population. About 48 per cent of urban 
families reported no dental outlay. 

Dental expenses take a larger share of the med- 
ical care dollar at ages 6 to 18 years than at other 
ages. About 28 per cent of all medical spending 
for children of these ages goes for dental care. 
In contrast, only 7 per cent of the medical care 
expenditures of those 65 years or over goes for 
dentistry. Dental bills of $100 or more, however, 
take a larger share of the dental dollar of the 
middle and older age groups. 

When the $30 family average for dental care 
is converted to a nationwide estimate of urban 
family dental spending, it yields a figure of 945 
million dollars, a figure which is high when com- 
pared with national income account estimates of 
personal consumption for dental care. 

In 1929 dental expenses represented 16 per 
cent of personal medical care expenditures; in 
1950, 10 per cent; and in 1956, about 9 per cent. 
This decline is attributable in part at least to the 
reduced dentist-population ratio. 

Dental spending per person increased from 
$6.41 for cities of 5,000 and over population in 
the period from 1928 to 1931, to $10 for urban 
areas in 1950. Medical expenses per person in- 
creased more, however; in 1928 to 1931, the 
average per urban person was $30.90 and in 
1950, almost $65. 

Utilization of dental services has increased 
somewhat. Between 1928 and 1931, 74.4 per 
cent of persons in cities of 100,000 or more 
population and 78.5 per cent of persons in cities 
with populations of 5,000 to 100,000 incurred no 
expenses for dental care. In 1950, 69 per cent of 
urban residents reported no dental expenses. 

The National Health Survey now under way 
will provide data for evaluating utilization of 
dental services among the general population in 
both rural and urban areas. This survey also will 
provide data on the types of dental services used 
by different groups in the population. 

Division of Public Health Methods, Public 
Health Services, Washington 25, D.C. 


The role of Lactobacillus, Neisseria 
and Streptococcus salivarius 
in salivary acid formation 


B. Lilienthal and H. C. Spies. Australian D.J. 
2:231-236 Aug. 1957 


Although the formation of acid by bacteria from 
carbohydrates in the mouth is an essential feature 
of the etiology of dental caries, the literature con- 
tains no reference to the amount of acid formed 
in whole saliva by the individual groups of bac- 
teria which are regarded as important in the 
disease process. 

An attempt was made to relate the numbers of 
Lactobacillus, Neisseria and Streptococcus sali- 
varius in saliva to the rates of acid formation from 
glucose and from sucrose. These sugars were 
chosen because they are two common constitu- 
ents of carbohydrate foods in civilized diets. 

Activated saliva was collected from 72 sub- 
jects. Str. salivarius on a numerical basis was four 
times as important as Neisseria and three times as 
important as Lactobacillus in forming acid from 
glucose and sucrose. 

Colonial Sugar Refining Company Limited, 
Pyrmont, Sydney, Australia 


Report on the oral examination of workers 
in sulfuric acid 
and synthetic fibers factories 


Ryozo Hanehira, Yasusuke Nishioa 
and Toshio Morioka. J.Osaka Univ.D.Soc. 
2:315-320 Aug. 1957 


The workers in a sulfuric acid factory and a 
synthetic fibers factory were examined orally. 
The characteristic dental defect observed was 
acid erosion. 

Of 33 workers in the sulfuric acid factory, den- 
tal acid erosion, chiefly in the second or third 
degree, was seen in 20. Of 33 workers in the syn- 
thetic fibers factory, 25 had acid erosion in the 
first degree. 

Of the 33 workers examined in the synthetic 
fibers factory, 24 had inflamed gingivae. In 6 the 
inflammation was slight, in 15 it was moderate 
and in 3, severe. 


Dental School, Osaka University, Osaka, Japan 
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The unrecognized interdependence 
of dentistry and medicine 


John Oppie McCall. J.Am.Col.Den. 23:14-19 
March 1957 


Although Gies in 1926 declared that dentistry is 
the health service equivalent of a specialty of 
medicine, and implied that physicians and den- 
tists should work together as a team in caring for 
their patients, there is a gap between the two pro- 


-fessions. 


It is understood in dentistry (but not always 
appreciated ) that the teeth and their surrounding 
tissues are vital structures and are an integral part 
of the body. The teeth have a reciprocal partici- 
pation in the general functions of the digestive, 
circulatory and nervous systems. Their health and 
integrity depend on proper body nutrition and 
good body health. Systemic disease may ad- 
versely affect the health of the oral tissues, and 
the teeth, when diseased or lost through disease, 
may affect the health of the body adversely. 

Diseases originating in the mouth may cause 
death. Chronic infections in the periapical and 
periodontal tissues may cause or influence the 
course of disease in eyes, heart, kidneys and other 
organs. Malrelation of the jaws may cause pain 
in the temporomandibular joint, headache or 
other disturbances of the head and neck. Vitamin 
and other dietary deficiencies may affect the 
health of the gingiva and alveolar bone. Systemic 
diseases may lead to gingival disease. Malocclu- 
sion may affect speech and may cause psychic 
trauma. 

Because the dentist must spend much of his 
time in essentially mechanical operations, his at- 
tention may be diverted from the consideration 
of the underlying biological processes. The physi- 
cian is not confronted with a corresponding 
situation. 

Unfortunately, some of the leaders in dental 
practice and education do not accept dentistry as 
a health service specialty. Dental colleges, in gen- 
eral, do not make the relation of dental to general 
health, and of dental care to medical care, a basic 
and dynamic part of their educational program. 
Medical colleges, in general, neglect dental sub- 
jects almost completely. 

If the lack of effective integration between 
dentistry and medicine is to be overcome, the 
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dental profession must become convinced that 
dentistry is truly a health service and not some- 
thing apart from medicine. Medicine must be 
brought to see the closeness of the relation of 
bodily and dental pathologic conditions and the 
harm that people suffer as a result of the presence 
of disease in their mouths. 

A first step should be to assemble in one docu- 
ment the known facts that attest medicodental 
interdependence and bring these facts to the at- 
tention of medical and dental practitioners and 
educators. Research is needed on such subjects as 
focal infection. Medical and dental education 
should be re-examined, and joint classroom and 
laboratory work for dental and medical students 
established to the extent feasible. An interested 
foundation should be enlisted to underwrite the 
initial program. 

944 Park Avenue, New York, N.Y. 


Professional organization of odontologists 
and prosthetists 


J.estomat.,Lisbon 4:11-13 March-April 1957 


In Portugal since 1870 the treatment of the dis- 
eases of the mouth and teeth has been under the 
control of several laws issued by the Minister 
of National Education. These laws require that 
the applicant have an M.D. or a certificate of his 
professional ability obtained through examina- 
tion in a Faculty of Medicine. Although dentists 
who have obtained such certificates may practice 
dentistry legally, the law under which such cer- 
tificates were granted is no longer in effect. All 
these laws make illegal the practice of dentistry 
by dental laboratory technicians, with penalties 
for offenders. 

A law defining stomatology as a specialty for 
physicians only, entitling these specialists to a 
diploma in stomatology issued by the Ministry of 
Corporations, was passed in 1951. Today the 
dental profession in Portugal is represented by 
the stomatologists and the odontologists (also 
called “dental surgeons”). The stomatologists are 
members of the Medical Association of Portugal 
and of the Society of Stomatologists of Portugal. 
The odontologists are either dentists or physicians 
who have been certified by examinations taken 
in a Faculty of Medicine to obtain the license to 


practice. The odontologists constitute the Na- 
tional Syndicate of Odontologists. The dental 
laboratory technicians are artisans and are organ- 
ized in the National Syndicate of Dental 
Prosthetists. 

A group of individuals, none of whom has 
either an M.D. or a certificate of examination by 
a Faculty of Medicine, is claiming the right to 
practice dentistry. Nine of the group are male 
nurses who had dental (or nursing) training in a 
Navy hospital; 103 are dental laboratory tech- 
nicians who have been practicing dentistry il- 
legally. These individuals joined in a petition to 
the Secretary of National Education, asking for 
the right to be examined in a Faculty of Medi- 
cine. When the petition was rejected on grounds 
that the laws were no longer in force, these indi- 
viduals requested registration in the General De- 
partment of Public Health with the status of 
“dental prosthetic male nurses” and “male 
nurses of the Navy,” respectively. Both groups 
obtained registration, and then immediately re- 
quested registration in the National Syndicate of 
Odontologists. The request was refused, the 
group complained to the National Institute of 
Labor and Public Welfare, and the government 
established a technical committee to formulate 
new regulations for the practice of dentistry. The 
committee concluded that the Syndicate of 
Odontologists had acted in compliance with the 
law in refusing registration to the applicants, in- 
asmuch as none of the individuals had the in- 
dispensable requirements for the practice of 
dentistry. 

Rua Joaquim Antoénio de Aguiar, Number 73-4 
E., Lisbon, Portugal 


National Guard opportunities 
for members of the health professions 


Archibald Laird. Mil.Med. 122:8-9 Jan. 1958 


National Guard opportunities for members of the 
health professions include guidance and leader- 
ship, teaching, administration, personnel man- 
agement, indoctrination in the traditions of 
military art and science, self-improvement in pro- 
fessional skills, and security for the future. 
Opportunities for leadership exist regardless of 
the size of the organization. Through National 


Guard training as a dental, medical or medical 
service corps officer, one can become accustomed 
to the wartime demands of “paper work.” Plan- 
ning, organizing, directing the proper utilization 
of manpower can be practiced in any assignment. 
National Guard service provides an opportu- 
nity to learn the significant advances in the heal- 
ing arts as a result of the research and observation 
by physicians in the Armed Forces, and to 
learn the historical role military hospitals have 
played since the time of the American Revolution. 
Opportunity for self-improvement in profes- 
sional skills is unlimited. Postgraduate short 
courses permit the National Guard medical or 
dental officer to keep abreast of developments. 
For the dental officer there are courses in oral 
surgery, oral pathology and oral diagnosis. 
Members of the health professions serving in 
the National Guard also obtain security for the 
future. Retirement pension benefits amount to a 
substantial income for later years. Today profes- 
siona] men can find in the National Guard pro- 
fessional opportunities unheard of even a decade 
ago. 
Wellsboro, Pa. 


The incidence of spinal defects 
in high- and low-fluoride areas 


A. J. Eley, F. H. Kemp, P. J. Kerley 
and W. T. C. Berry. Lancet 273:712-713 
Oct. 12, 1957 


A study of the possible part played by the intake 
of fluoride in causing osteochondritis was among 
studies sponsored by the Ministry of Health in 
high-fluoride and low-fluoride areas. 

Roentgenograms were made of the lumbodor- 
sal spines of 680 boys, aged 11 to 14, from high- 
fluoride and low-fluoride areas, and the films were 
examined “blind” by three assessors to ascertain 
the incidence of Scheuermann’s disease and 
other spinal defects. All the assessors were in 
agreement that the incidence of spinal defects 
was substantially the same in the high-fluoride 
areas as in the low-fluoride areas. 

No evidence emerged of a positive relationship 
between exposure to fluoride, malnutrition, and 
spinal defects today. 

Ministry of Health, London, England 
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Tooth and investing bone: 
a developmental entity 


Louis J. Baume. Acad.Rev. 5: 100-106 July 1957 


To obtain detailed information on the growth and 
development of the alveolar process, the denti- 
tion of 44 rhesus monkeys was studied biometri- 
cally and roentgenographically. The jaws of 20 
specimens at various developmental stages then 
were dissected in alternative planes and analyzed 


histologically. 


The alveolar bone of successional teeth (those 
with deciduous teeth as precursors) develops in 
three stages. In the preformative stage, the 
anlages of the teeth develop in the jawbone 
proper, as represented by the basal bone of the 
deciduous dentition. Their primary position is 
genetically predetermined and specific for each 
type of tooth. As the buds develop in size and in 
position, they continue to undergo precise pre- 
eruptive movements. The surrounding tissue re- 
sponds actively. The expansive growth of the 
germ first engenders resorption of bone. At a later 
phase, lamellar apposition of new primitive alve- 
olar bone occurs at discrete sites of the cryptal 
walls. The last phase is characterized by processes 
of noticeable osteoclasia at the fundus of the 
crypt and at the roof, to bring about the exfolia- 
tion of the predecessor and the complete involu- 
tion of its pertinent alveolar bone. 

The formative stage of alveolar development 
is a sequence of active tooth eruption. As the suc- 
cessor erupts, an abundant formation of trabecu- 
lar bone fills in the previous crypt. This new bone 
represents the primitive alveolar process of the 
permanent tooth. Intramembranous osteogenesis 
proceeds until the tip of the tooth meets the an- 
tagonist. The alveolar process of the successional 
teeth is a composite structure successively formed 
as each tooth erupts. 

The posteruptive remodeling stage is influ- 
enced by the final root formation and by func- 
tion. While the root grows apically, the immature 
trabecular bone partly is subjected to resorption 
and partly undergoes transformation under the 
influence of occlusal stresses. 

The modifications inherent in the pattern of ac- 
cessional teeth (the permanent molars) are con- 
cerned mainly with the preformative stage. In- 
stead of an involution of the alveolar process of 
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the deciduous dentition, the accession of new 
teeth at the distal end of the dentition necessi- 
tates an accruement of new bone. This elongation 
of the alveolar process is brought about succes- 
sively by the development of each permanent 
molar during its pre-eruptive stage. The forma- 
tive and remodeling stages of accessional teeth 
are essentially the same as described for the suc- 
cessional teeth. 

Tooth and investing bone constitute a develop- 
mental entity. Any systemic disturbance will 
affect the alveolar portions under formation at 
the time of infliction. 

Any measure directed toward prevention of 
periodontal disease must be instituted at an early 
stage in the development of the permanent denti- 
tion. 

College of Dentistry, University of Geneva, 
Geneva, Switzerland 


Fabrication of 
a resilient plastic interdental splint: 
a paint-on technic 


Russell R. Funk, Jr., and Robert B. Welden. 
U.S.Armed Forces M.J. 9:39-46 Jan. 1958 


An improved interdental splint to protect the 
teeth and jaws of athletes was developed at the 
U.S. Naval Dental School by Towle and Niiranen 
(1952). Made of a resilient vinyl resin, the appli- 
ance fits snugly against the teeth and soft tissues, 
and therefore is not easily dislodged. The wearer 
can talk or call signals with but little impairment 
of speech. The vertical dimension is increased 
only about 3 mm. at the incisors. The splint may 
be worn for ‘long periods with comfort. 

To fabricate the interdental splint according 
to the technic originally described, it is necessary 
to use denture flasks. A paint-on fabricating 
technic is described which eliminates the need 
for a wax-up, obviates the use of denture flasks, 
and permits the fabrication of such appliances at 
facilities lacking prosthetic equipment. 

The technic consists of painting liquid vinyl 
resin on a cast which has been lubricated with a 
silicone-releasing agent as a separating medium. 
Camel’s-hair brushes of various sizes are used to 
apply the vinyl resin, one thin layer at a time. 


The cast with this applied layer is placed in an 


oven at 180° C. for two to three minutes, or the 
resin is flamed lightly with a hand alcohol torch, 
Bunsen burner or a casting torch. Successive 
layers are applied and cured until the desired 
thickness has been built up, when the splint is 
cured in a dry heat oven for about 20 minutes at 
180° 

A name, date, activity or other information can 
be lettered on the splint with India ink or with 
colored plastic ink on any smooth surface of the 
splint. This surface is then covered by a veneer 
of liquid vinyl resin and flamed lightly prior to 
the final oven cure. Team or individual colors 
can be utilized both for decorative purposes and 
as an aid in identifying the mouthpiece. Several 
splints can be constructed on each cast, to pro- 
vide the wearer with spare appliances. 

Splints prepared with the paint-on technic ap- 
pear to be as satisfactory and successful as those 
produced with the flash technic; both methods 
apparently produce splints that are far superior 
to available stock appliances. 

U.S. Naval Dental Technicians School, U.S. 
Naval Training Center, Bainbridge, Md. 


Reading 
Editorial. J.A.M.A. 166:403 Jan. 25, 1958 


If doctors, physicians and dentists, are asked 
whether they have done any interesting nonpro- 
fessional reading lately, the usual answer will be 
that they cannot find time for unnecessary things. 

Granted that the rigorous regimen of the pro- 
fessional training and the subsequent practice 
place definite limits on the creative use of leisure 
moments, the fact remains that there is no reason 
for doctors to restrict their reading to professional 
journals. On the contrary, there is every reason 
why doctors, dedicated to treating the ills of a 
troubled civilization, should have a deeper, less 
specialized insight into the world in which they 
live. But what type of reading will enable them 
to make maximum use of their limited leisure 
time? Doctors have little patience with time- 
consuming irrelevancies. If they are willing to do 
outside reading at all, they must read selectively. 

The novelist’s vision of human experience is 
one that many doctors profess to look for in their 
reading. Such pioneering writers as Joyce, Proust 


and Virginia Woolf, with their explorations into 
the interior world of their characters, make chal- 
lenging reading. F. Scott Fitzgerald, William 
Faulkner, Ernest Hemingway and James Gould 
Cozzens are but a few of the distinguished mod- 
ern American writers whose insight and sensi- 
tivity to the milieus in which they live make their 
works valuable. 

For the lover of plays, Ibsen, Shaw, Chekhov, 
Strindberg and O’Neill offer sharply etched char- 
acters enhancing the doctor’s understanding of 
human nature and his appreciation of its com- 
plexity. Plays have a special advantage because 
they can be read in two or three hours. 

Biographies and autobiographies record the ac- 
tions and recreate the personalities of great men. 
One of the most interesting of the recently pub- 
lished biographies, and one every doctor should 
read regardless of his viewpoint on psychoanal- 
ysis, is Ernest Jones’ Life of Sigmund Freud. 

As to poetry, the doctor can become acquainted 
with the work of William Carlos Williams, a phy- 
sician, poet and the “sage” of Rutherford, N.J., 
or that of his contemporaries, Eliot and Robert 
Frost. 

Although some doctors do read outside the 
narrow realm of professional literature, the com- 
plaint persists that they have insufficient time for 
reading. Occasionally, doctors feel guilty about 
this and begin to acquire a feeling of intellectual 
inadequacy. They may discover, however, that 
there are always means of finding free moments 
to get acquainted with good reading. Some doc- 
tors insist on doing all their reading in their offices 
after the last patient has departed. They may re- 
serve an entire morning of their day off for read- 
ing works that arouse their interest without being 
confined to the professional field. They may 
spend at least an hour reading before retiring 
every night. This, in addition to a selected diet of 
nonprofessional reading on vacations, provides 
ample time to appease the appetite for good 
books. 

Everything which has been said presupposes 
that doctors have the desire to read—and to read 
more than is required professionally. This raises 
the question whether a profound professional 
knowledge alone is really enough in today’s com- 
plex world for the doctor to make his maximum 
contribution. If he does have the desire to read, 
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he will be able to reach an effective compromise 
in his other activities, eliminating or minimizing 
some of the wasteful passive participations that 
characterize the leisure habits of most American 
professional men. 

With carefully selected books, the doctor 
whose time is at a premium can profit in obtain- 
ing a greater insight into his fellow men and, 
more important, into himself. 

535 North Dearborn Street, Chicago 10, Ill. 


Is dentistry an art? 
C. H. Kokee. Tandtech.Vakbl. 3:1-2 Nov. 1957 


The word “art,” used so frequently and indis- 
criminately in daily language, is derived from the 
Latin words ars or artis which mean ability and 
capability. The original meaning is more clearly 
expressed by the German word Kunst which, de- 
rived from the verb kénnen, means the ability to 
do things, to know and to understand. In Latin 
and in German, the use of art implies skill, train- 
ing, science and esthetics. 

Dentistry is an art and not a mechanical handi- 
craft, not only because it involves carving and 
forming precious metals into crowns, inlays and 
bridges, or coloring (staining) porcelain and 
acrylic resins to imitate natural features of oral 
tissues but because it aims—or should aim—to 
achieve artistic and esthetic improvement of the 
human face and mouth. 

The fundamental mission of dentistry as an im- 
portant branch of the healing profession, how- 
ever, is the practice of the arts of diagnosis and 
therapy. 

Dental patients are human beings and as such 
they have complicated problems. They cannot be 
treated mechanically as statistical units. Dentistry 
as an art must be concerned not only with the 
teeth, natural or artificial, but with the personality 
and characteristics of the patient, with his anx- 
ieties, frustrations and with his desires and 
antipathies. 

Recent progress in dentistry has been based 
mainly on discoveries made in the fields of the 
physical sciences, especially biology, biomechan- 
ics, biophysics and biostatics. Unfortunately, the 
values of psychology and human relations are 
often overlooked in dental practice. 
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Dental education, concerned with the future of 
dentistry, should aim to train the new dentists to 
become artists rather than to encourage them 
to seek their goal in mechanical skill or over- 
specialization. 

Stationsweg 10, The Hague, the Netherlands 


Treatment 
of emergencies in the dental office 


Council on Dental Therapeutics 
of the American Dental Association 
Accepted Dental Remedies 23:7-18, 1958 


Many of the untoward reactions which occur in 
the practice of dentistry are of minor significance 
and require only simple treatment. Occasionally, 
however, the dentist may be required to take 
measures directed toward preventing the devel- 
opment of serious emergencies such as fainting, 
cardiorespiratory difficulty, drug reactions and 
hemorrhage. 

It is better to anticipate emergencies than to 
treat them. Untoward reactions may be avoided 
by evaluating the patient’s medical history and 
physical status. Some specific information should 
be obtained if certain drugs are to be employed. 
Additional information about the patient’s gen- 
eral health may be helpful. This information 
should be obtained for each new patient, re- 
corded, and certain items re-checked from time 
to time. 

Questions of the following type are recom- 
mended: 


1. Have you been treated by a physician or 
surgeon? If so, when and for what reason? (The 
names of attending physicians may be obtained 
for consultation when necessary. It should be as- 
certained if there has been any diagnosis of rheu- 
matic fever, cardiovascular disease, diabetes, 
epilepsy or disturbance of the central nervous 
system. ) 


2. Have you recently taken medicine of any 
kind? (This information may supplement that 


from the first question and also may disclose self- 
medication with nonprescription agents. ) 

3. Have you ever had hay fever, asthma or an 
allergy? 

4. Have you been given a local anesthetic? If 
so, how were you affected? Do you know what 
drug was used? 

5. Have you ever had penicillin? If so, how 
were you affected. 

6. Have you been warned against taking any 
specific medicine? (An affirmative answer to 
questions 3, 4, 5 or 6 should alert the dentist to 
the possibility that the patient may display an 
unusual sensitivity or idiosyncrasy to an antibi- 
otic, a local anesthetic or other drugs. ) 

7. Have you ever fainted? Do you have short- 
ness of breath or any pain in the chest? 

8. Do you require an extra pillow when you 
recline or sleep? (Questions 7 and 8 will provide 
information concerning the cardiovascular status). 

9. Have you been on a diet? If so, why? (A 
low-sodium diet prescribed for hypertension or 
renal disease may contraindicate the use of so- 
dium salts of drugs. Diabetes or gastric ulcer may 
be revealed as well as other conditions for which 
a weight reduction was recommended by a physi- 
cian. ) 

In treating emergencies in the dental office, the 
dentist should not hesitate to institute measures 
for restoration and maintenance of the vital func- 
tions, respiration and circulation. The immediate 
treatment will, for the most part, be symptomatic. 
Diagnosis and treatment of the specific cause of 
the emergency, however, may require special 
knowledge and facilities which are not available 
immediately to the dental practitioner. Medical 
assistance should be summoned at once if the 
patient does not respond promptly to treatment. 
Various organizations have resuscitative appa- 
ratus ready for emergency use. Every dentist 
should be familiar with the availability of these 
facilities in his community. 

222 East Superior Street, Chicago 11, Ill. 


The information reported here is obtained from manu- 
facturers. Dental Abstracts does not assume responsi- 
bility for the accuracy of the information. The 
interested reader may direct his inquiry to the manu- 
facturer. 


A welded wire display rack holds magazines and 
brochures for patients in the reception room. The 
rack has 50 pockets to hold and display literature 
4% inches wide and up to 11 inches high. Racks also 
are available to hold 8% by 11-inch bulletins and 
magazines. The literature is retained in the pockets 
by a lateral rod across each row. The six-foot-high 
rack may be hung on the wall or supported by an 
easel which accompanies the rack. The rack weighs 
25 pounds. Royal Wire Products, Inc., 2133 West 
26th Street, Cleveland, Ohio. 


The “Ped-O-Flo” is a foot-operated, liquid soap dis- 
penser for use in dentists’ offices. The unit is made of 
plastic and stainless steel. It is easy to install and 
guaranteed for one year. Surgical liquid soap refills 
are available in glass containers which screw into 
the mounted fixture. Peck’s Products Co., 610 East 
Clarence Avenue, St. Louis 15, Mo. 


A “Tweezer-Weld” welder designed for the general 
dental practitioner and the orthodontist has a built-in 
welding head which fires automatically on the deflec- 
tion of a cantilever spring. A built-in electronic timer 
predetermines the duration of current. A secondary 
tap heat control permits the selection of suitable 
transformer winding for a given welding, soldering 
or annealing job. Federal Tool Engineering Co., 
Cedar Grove, N.J. 


“The Whittler” is a sharpening tool for physicians 
and dentists. Of tungsten carbide, the Neivert Whit- 
tler has five cutting edges for various shapes and sizes 
of instruments, and one rounded burnishing edge. 
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It is five inches long and is designed for sharpening 
all kinds of scissors, chisels, scalers and heavy knives. 
Neivert Instrument Institute, 555 Park Avenue, New 
York, N.Y. 


Kodak “Panalure Paper E” is a panchromatic en- 
larging paper which enables the photographer to 
produce top quality black-and-white prints from color 
negative materials. The new paper is available in 
six commonly used sizes ranging from 5 by 7 inches to 
20 by 24 inches. With a “Kodacolor” or an “Ekta- 
color” negative, one can obtain a black-and-white 
print with proper tone relationship with a typical 
tungsten light source without corrective filters. East- 
man Kodak Co., Rochester 4, N.Y. 


The “Puritron” office air purification unit is small, 
lightweight, portable, and requires no complicated 
installation. It houses a series of ultraviolet lamps, 
filter and circulator. It plugs into a 110-volt AC line. 
A filter is said to assure pure air, free from dust and 
pollen. Two models are available. Puritron Corp., 15 
Stiles Street, New Haven, Conn. 


Polished wooden tongue depressors, in junior and 
senior sizes, are individually wrapped in white 
glassine paper, sealed against air. The “Hospital 
Brand” depressors are available from Forster Mfg. 
Co., Inc., Farmington, Me. 


A new line of “Admiral SDS” (sterile disposable 
syringe) plastic syringes is said to provide greater 
safety and comfort for patients, plus convenience and 
economy. The single-use disposable syringe elimi- 
nates the danger of cross-infection, it is claimed, and 
eliminates complaints about a dull needle. The 
syringe is available in three sizes—2 cc., 5 cc. and 
10 cc.—with a choice of 17 sizes of needles. The 
calibrated barrel and plunger are molded of clear 
styrene. Admiral Corp., 3800 Cortland Street, Chi- 
cago 47, Ill. 


A pen-type personnel dosimeter, for use by those 
working with x-ray equipment, provides accurate 
readings by means of a simple optical system and 
reticle. No special charging equipment is required. 
The dosimeter may be charged and discharged as 
often as needed. The user re-charges it by a simple 
method of agitation. Two models are available, one 
reading from 0 to 200 mr, the second from 0 to 1 r. 
Pacific Transducer Corp., 11836 West Pico Boulevard, 
Los Angeles 64, Calif. 
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In this column each month are listed recent Doctoral 
and Masters’ dissertations of dental interest, accepted 
by the dental schools or graduate schools in partial 
fulfillment for advanced pert Copies of many of 
these theses are available from the schools through 
interlibrary loan. 


Factors influencing pulpal healing following sur- 
gical amputation in rat molars. David Solomon 
Berman. 1957. m.s. University of Illinois. 


Partial dentures and the dental surveyor. Edward 
Eugene Anderson. 1957. m.s. State University of 
Towa. 


Impression procedure for relining and rebasing 
complete dentures. Eldon Dean Bills. 1957. m.s. 
State University of Iowa. 


Masticatory apparatus of the rat in experimental 
lathyrism. Alvin Frederick Gardner. 1957. .s. 
University of Illinois. 


The effects of epinephrine on blood pressure and 
pulse rate. Stanley Pollock. 1957. m.s. University 
of Pittsburgh. 


A comparison of the relation of the maxillary first 
permanent molars to the sella-nasion plane among 
normal occlusion, Class II Division I, and Class 
III malocclusion. Thomas J. McGovern. 1957. 
M.S. University of Pittsburgh. 


Facial quadrilaterals at age twelve in normal oc- 
clusion and Class II, Division I malocclusion. Al- 
bert Eugene Miller. 1957. m.s. University of 
North Carolina. 


A cephalometric analysis of the dental-skeletal 
complex of adults with Class I and Class II, Di- 
vision I occlusion. Henry Erwin Janusz. 1956. 
M.S. Saint Louis University. 


Dispersion of the apices of the roots of the upper 
and lower central incisors as revealed by lateral 
cephalometric roentgenographs. Robert Eugene 
Schubert. 1957. m.s. University of Tennessee. 


Concentration of hydrogen ions in gingival pock- 
ets, gingivae and saliva in patients with marginal 
gingivitis (Die Wasserstoffionenkonzentration in 
Zahnfleischtaschen, Gingiva und Speichel bei 
marginalen Zahnbetterkrankungen). Erika 
Bucher. 1957. pR.MED.DENT. Dental School, Uni- 
versity of Tiibingen, Germany. 


Comparative investigation of the physical proper- 
ties of self-curing acrylic resins and of normally 
polymerizing plastic substances (Vergleichende 
Untersuchungen iiber die physikalischen Eigen- 
schaften schnellhartender Kunststoffe und normal 
polymerisierter Substanzen). Wilfried Fritz. 
1957. DR.MED.DENT. Dental School, University of 
Greifswald, Germany. 


Disinfection of hands, sterilization and disinfec- 
tion of instruments in dental practice (Hiande- 
desinfektion, Sterilisation und Desinfektion der 
Instrumente in der Zahnheilkunde). Marie Ante. 
1957. DR.MED.DENT. Dental School, University of 
Marburg/Lahn, Germany. 

Roentgenographic studies of the development of 
dental germs of bicuspids in boys from 6 to 13 
years old (Réntgenstudien iiber den Entwick- 
lungszustand der Zahnkeime fiir Pramolaren in 
6-13 jahrigen Knaben). Gerd Paulsen. 1957. pr. 
MED.DENT. Dental School, University of Kiel, 
Germany. 


Frequency of malocclusion in school children and 
the requirements for orthodontic treatment in 
school dental clinics (Uber die Hiaufigkeit der 
Gebiss-Anomalien bei Volksschulkindern und die 
Behandlungserfordernisse in Schulkliniken). Karl 
Poeschke. 1957. DR.MED.DENT. Dental School, 
University of Erlangen, Germany. 


Damage to teeth and jaws caused by accidents: 
evaluation of 100 observations (Uber unfallbe- 
dingte Zahn-und Kieferschaden unter Beriicksich- 
tigung von 100 eigenen Beobachtungen). Kurt 
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Seitz. 1957. DR.MED.DENT. Dental School, Uni- 
versity of Munich, Germany. 


Damage to tooth structures caused by roentgeno- 
therapy of carcinoma of the female reproductive 
organs (Zur Frage der Zahnschidigung nach 
Rontgenbestrahlung des weiblichen Genital- 
Carcinoms). Heinz Giinther Thiele. 1957. pr. 
MED.DENT. Dental School, University of Rostock, 
Germany. 


Comparative clinical and biological investigations 
of the effects of direct and indirect pulp capping 
in deciduous teeth (Vergleichende klinische und 
biologische Untersuchungen iiber die Wirkung 
der direkten und indirekten Pulpaiiberkappung 
im Milchgebiss). Hermanus de Vries. 1957. pr. 
MED.DENT. Dental School, University of Bonn, 
Germany. 


Dental examination of children with congenital 
syphilis (Gebissuntersuchungen bei Kindern mit 
connataler Syphilis). Wolfgang Béhne. 1957. pr. 
MED.DENT. Dental School, University of Dresden, 
Germany. 


Result of a clinical investigation of the local an- 
esthetic “Melisthin” (Klinische Untersuchungs- 
ergebnisse mit dem Lokalanasthetikum “Melis- 
thin”). Helmut Drechsler. ppr.MED.DENT. Dental 
School, University of Dresden, Germany. 


Experimental investigation in animals of the rela- 
tion between nutrition, disposition to caries and 
magnesium content of teeth in albino rats (Tier- 
experimentelle Untersuchungen iiber die Zusam- 
menhinge zwischen Nahrung, Kariesdisposition 
und Magnesiumgehalt der Zahne bei Albinorat- 
ten). Edgar Collet. 1957. pR.MED.DENT. Dental 
School, University of Mainz, Germany. 


Influence of different sterilization methods on the 
quality of dental instruments (Einfluss der ver- 
schiedenen Sterilisationsverfahren auf die Giite 
zahnirztlicher Instrumente). Willibald Habig. 
1957. DR.MED.DENT. Dental School, University of 
Mainz, Germany. 


Electrotechnical investigations of the electrical 
potentials existing between different metals and 
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alloys in the oral cavity and in experiments (Elek- 
trotechnische Untersuchungen im Experiment 
und in der Mundhdéhle iiber die Spannungsver- 
haltnisse von Metallen verschiedener Zusammen- 
setzungen). Egon Bruder. 1957. DR.MED.DENT. 
Dentel School, University of Tiibingen, Germany. 


Sealing qualities of various filling materials, espe- 
cially of self-curing acrylic resins (Der Rand- 
schluss bekannter Fiillungsmaterialien unter 


besonderer Beriicksichtigung schnellhartender 


Kunststoffe). Eugen Himpler. 1957. pr.Mep. 
DENT. Dental School, University of Tiibingen, 
Germany. 


Osteosynthesis in treatment of mandibular frac- 
tures (L’Osteosintesi quale sistema terapeutico 
delle fratture mandibulari). Carlo Moroni. 1957. 
SPzC.ODONT. School for Dental Specialties, Dental 
Institute, University of Genoa, Italy. 


Conservative surgical intervention: artificial fistu- 
lization (Sull'intervento chirurgico conservativo: 
fistolizzazione artificiale). G. F. Parodi. 1957. 
sprc.oponT. School for Dental Specialties, Dental 
Institute, University of Genoa, Italy. 


Carcinoma in the oral cavity: treatment with 
simultaneously applied penetrating roentgen and 
radium rays (Contributo allo studio dei carcinomi 
del cavo orale: I] trattamento radiumterapico 
mediante doppia infissione contemporanea). 
Marco Leonardelli. 1957. spec.opont. School for 
Dental Specialities, Dental Institute, University 
of Padua, Italy. 


A unique case of Jaffe-Lichtenstein disease, cystic 
osteofibromatosis of the lower jaw (Su un non 
comune caso di malattia di Jaffe e Lichtenstein, 
displasia fibrocistica monostatica della mandi- 
bola). Ferdinandino Matera. 1957. spEc.oponT. 
School for Dental Specialties, Dental Institute, 
University of Bari, Italy. 


Recent research on the permeability of tissue in 
the oral cavity by radioactive substances (Ulte- 
riori ricerche sulla permeabilita dei tessuti duri 
dentali con sostanze radioattive). Vito Giannelli. 
1957. spec.ovonT. School for Dental Specialties, 
University of Bari, Italy. 
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Orthodontics 
Appliance for tipped bicuspid. Ehrlich. .... 387 
Constructing space maintainers. Walley... . 
Pedodontics 


Width of teeth and fluoride. Wallenius..... 389 


Oral surgery 
Osteotomy for micrognathism. Robinson. . . .390 
Implanting acrylic teeth. Iwaschenko...... 391 
Treatment of facial injuries. Owens........ 391 
Trigeminal neuralgia. Rushton............ 392 
Glossopharyngeal nerve. Stranc........... 392 
Jaw fracture statistics. Miyagawa......... 394 
Reaction to acrylic implants. Chiarini...... 394 
Hemostatic dental cone. Morris........... 395 
Surgical implantation of tumors. Bush...... 395 
Repair of mucosal defects. Herbsman...... 396 
Roentgenology 
Radiogenic necrosis. Heidsieck........... 397 
Roentgenocinematography. Rausch........ 398 
Clinical pantomography. Soila............ 399 
Spinning lead top method. Seelentag....... 399 
Pathology 
Adamantinoma of mandible. Schrire....... 400 
Tingling of lips and tongue.............. 401 
Incontinentia pigmenti. Burmeister........ 401 
Geographic tongue 401 
Severe headaches. 402 


Bacterial flora of oral lesions. Ludwig... ... 403 


Salivary gland 
Enlargement of parotid glands. Duggan... . 
Recurrent aphthous stomatitis. Strean...... 
Aphthous ulceration of the mouth......... 
Dental foci of infection. Skalska........... 


Public health dentistry 


Protective mouthpieces. Freyberger....... 
Fluoridation study. Hoffman-Axthelm...... 
Role of state health agency. Young........ 
Dental study in Bombay. Sanjana......... 
Dentistry in Bulgaria. Golubov........... 
Dietary protein and caries. McClure....... 
Effect of topical fluorides. Hals........... 
Problem of dental caries. Haldi........... 
New South Wales dental study. Barnard... . 
Caries potentiating agent. Zipkin......... 
Fluoridation and disease. Steinburg....... 
WHO dental health program. Sebelius... .. 


Browning effect of furfural. Dreizen....... 


Periodontics 


Reduction of labial frenum. Bork.......... 
Oral fusospirochetoses. Berger............ 
Periodontal principles. Ratcliff............ 
Ultrasonic scaling. 
Effects of sodium fluoride. Costich........ 


Practice administration 


A budget payment plan. Wilson.......... 
Managing a busy practice. Plants......... 
Anthropology 


Evolution of molar patterns. Korenhof...... 


Anesthesia and analgesia 


New local anesthetic. Griesser............ 
Sterilization. Bender 


403 
405 
406 
408 
408 
409 
409 
410 
410 
411 
411 
412 
412 
413 
414 
415 ‘ 
416 
| 417 
417 
418 
220 
422 


Anesthetic fatalities. Seldin.............. 423 
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